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As social support has been found to reduce the risk of relapse in young people experiencing 
psychosis and sibling relationships often last longer than any other relationship, it is 
envisaged that exploring the sibling relationship following FEP will contribute towards our 
understanding of a potential protective factor for the individual with FEP and also our 
understanding of non-affected siblings needs following FEP.  
Previous research on family members and FEP has mostly focused on parent and carer 
experiences with limited research exploring the sibling perspective. Therefore this present 
study aimed to explore the siblings’ lived experience of their relationship with their brother 
and/or sister following FEP.  
This study was qualitative in nature and utilised an interpretative phenomenological analysis 
approach (IPA). Seven siblings (aged 19-61) of individuals with a diagnosis of FEP were 
recruited from Detect, Ireland’s first early intervention centre for FEP and completed a semi-
structured interview.  
Three super-ordinate themes emerged from the data: ‘Reflecting on the Change in the Sibling 
relationship following FEP’ which encompassed three emergent themes: ‘The Search for 
Meaning’, ‘Who or Where is my Sibling?’ and ‘Making Sense of Emotional Reactions’. The 
second super-ordinate theme ‘Struggling to Reconnect the Sibling Relationship’ included 
three emergent themes: ‘Supporting the Sibling Relationship’, ‘Participants Coping 
Strategies’ and ‘Contemplating the Future of the Sibling Relationship’. The final super-
ordinate theme: ‘The Existence of the Sibling Relationship within the Family System’ also 
encapsulated three emergent themes: ‘I’ became ‘We’, ‘The Protective Role of the 
Participant’ and ‘The Impact of Family on the Sibling Relationship’. Results highlight the 
negative impact of FEP on the sibling relationship, from the non-affected siblings’ 
perspective although some positive impacts were also described.  
With the exception of one unpublished quantitative study, this study is the first study to 
explore the siblings’ experience of the sibling relationship following their brother or sister 
being diagnosed with FEP. Due to the limitations of this qualitative study to draw 
generalisable findings to the broader population of non-affected siblings of those with FEP, 
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“This is serious and it’s very frightening because you’re sort of thinking where is, 


























Chapter 1: General Introduction  
1.1.  General Overview  
Siblings of individuals with First-Episode Psychosis (FEP) and their experiences are 
neglected in the research literature despite evidence based policy guidelines and national 
programme plans such as those published by the National Institute for Health and Clinical 
Excellence (NICE 2009), International Early Psychosis Association (IEPA 2005) and Health 
Service Executive (HSE 2011) in Ireland advocating for a family based approach to 
intervention. Much of the limited research on siblings and FEP to date has focused on whole 
family experiences with limited research exploring the sibling perspective, despite the 
importance of the sibling relationship implicated from the literature. Of the studies that have 
focused on siblings, only their broad experiences and needs (Sin et al 2008; 2012), their 
experiences in relation to loss of self (Newman et al 2011) and their QoL (Bowman et al 
2014b) has been examined. Only one known study, which is unpublished, has specifically 
examined the sibling relationship (Bowman et al 2004b). To address this significant gap in 
the research literature, siblings of those with FEP were recruited from Detect, Ireland’s first 
early intervention service and this present study aimed to explore their lived experiences of 
the sibling relationship with their brother and/or sister following FEP.  
 
1.2. Structure of thesis  
 
1.2.1. Chapter 1: Literature Review 
 
This chapter briefly describes the biopsychosocial understanding of psychosis and provides 
an overview of early intervention services for FEP before discussing the impact of FEP on 
family and the importance of family intervention. A rationale for studying siblings of those 
who have experienced an FEP is outlined and the limited number of studies which have 
focused on sibling’s experiences of long term psychosis and FEP to date are critically 
reviewed and summarised. The chapter concludes by providing a rationale for exploring the 
siblings’ lived experience of their relationship with their brother or sister following FEP. The 






1.2.2. Chapter 2: Methodology  
The rationale for a qualitative approach to this study is briefly described in this chapter and 
Interpretative Phenomenological Analysis (IPA) is discussed. The procedure of the present 
study is also outlined and ethical considerations are highlighted in addition to steps taken in 
data analysis and in ensuring validity and quality to IPA.  
 
1.2.3. Chapter 3: Results  
 
This chapter presents the results following Interpretative Phenomenological Analysis (IPA). 
Results are described in relation to the super-ordinate themes and emergent themes yielded 
which reflect the main research questions of the current study. Figurative representations of 
the themes are also provided at the end of each theme description.  
 
1.2.4. Chapter 4: Discussion  
 
The aims and objectives of this present study are reviewed and the results following IPA are 
discussed with reference to the existing literature on siblings and FEP. Results are also 
discussed in relation to long term psychosis and with brief reference to other family member 
experiences. Implications for the present study’s findings are discussed in relation to clinical 
practice, research, service development, policy and education. Methodological issues of the 












Chapter 2: Literature Review 
2.1. Chapter Introduction 
 
The biopsychosocial understanding of psychosis is briefly described in this chapter and an 
overview of early intervention services for FEP is outlined before discussing the impact of 
FEP on family and the importance of family intervention. A rationale for studying siblings of 
those who have experienced an FEP will be outlined and the limited number of studies which 
have focused on siblings’ experiences of long term psychosis and FEP to date are then 
critically reviewed and summarised. The chapter concludes by providing a rationale for 
exploring the siblings’ lived experience of their relationship with their brother or sister 
following FEP. The study’s aims are listed as well as the current study’s research questions. 
 
2.2. Psychosis  
Psychosis refers to a loss of contact with reality. Symptoms of psychosis include ‘positive 
symptoms’ for example, hallucinations, delusions, thought disorder and movement disorders. 
Psychotic symptoms also include ‘negative symptoms’ which refer to a loss of normal 
functioning, for example, lack of motivation, social withdrawal, flattening of mood and 
reduced cognitive functioning (National Institute of Mental Health (NIMH) 2009).  
The recently updated Diagnostic and Statistical Manual of Mental Disorders - Fifth Edition 
(DSM-5) (American Psychiatric Association 2013) describes the various diagnostic 
categories encompassing psychosis. Schizophrenia is the most common diagnosis 
encompassing symptoms from all five of the emphasised domains: Hallucinations, Delusions, 
Disorganised Speech, Grossly Disorganised or Catatonic Behaviour, and Negative 
Symptoms. See Table 1 for the most recent description of the diagnostic criteria for 
schizophrenia as stipulated by DSM-5 (American Psychiatric Association 2013).  
Schizophrenia is the 8th most common cause for “Disability Adjusted Life Years lost” 
(DALY) among 15 to 34 year olds worldwide (Rossler et al 2005). It causes significant 
distress to individuals and their families as well as huge economic costs to the state (Detect 
2011). For example, Behan et al (2008) found that the economic cost of schizophrenia in 





Table 1.  DSM-5 Schizophrenia Diagnostic Criteria  
_______________________________________________________________________ 
A. Two (or more) of the following, each present for a significant proportion of time during a 
1-month period (or less if successfully treated) at least one of these must be (1) (2) or (3): 
1. Delusions  
2. Hallucinations 
3. Disorganised speech 
4. Grossly disorganised or catatonic behaviour  
5. Negative symptoms (i.e. diminished emotional expression or avolition) 
B. For a significant portion of the time since the onset of the disturbance, level of functioning 
in one or more areas, such as work, interpersonal relations, or self-care, is markedly below 
the level achieved prior to the onset (or when the onset is in childhood or adolescence there is 
a failure to achieve expected levels of interpersonal, academic, or occupational functioning).  
C. Continuous signs of the disturbance persist for at least 6 months. This 6-month period 
must include at least 1 month of symptoms (or less if successfully treated) that meet Criterion 
A (i.e. active phase symptoms) and may include periods of prodromal or residual symptoms.  
 
2.3. Causal Models and Understanding of Psychosis  
Biological Model of Psychosis  
It is postulated that mental illness is genetically inherited and that behaviours exhibited are 
symptoms of a disease. Emil Kraepelin and Eugen Bleuler, known as ‘grandfathers’ of 
modern psychiatry were jointly responsible for the concept of schizophrenia, which was first 
termed ‘dementia praecox’ (Bentall 2009). It was believed that behaviours of those with 
schizophrenia were symptoms of a mental disease and could be classified under diagnostic 
categories, implicating a categorical model of mental illness. The biological model of 
psychosis is based on the theory that symptoms of schizophrenia are hereditary and thus 






Role of Genetics and Schizophrenia  
Both twin studies and adoption studies seek to provide evidence for the hereditary hypothesis 
of psychosis. For example, a highly influential study by Gottesman et al (1989) which 
encompassed forty family and twin studies from 1920 to 1987, found that the closer, 
genetically, a family member was to an individual diagnosed with schizophrenia, the higher 
the probability that these family members would also develop schizophrenia, thus suggesting 
genetic links. However, it is noteworthy that environmental or social factors such as trauma, 
loss, stress etc. were not accounted for in these studies, all of which are known to contribute 
to the onset of psychosis and are discussed later.  
Exploring schizophrenia in twins who were reared separately, Wahlberg et al (2004) found 
that genetic factors in combination with environmental factors in the adopted family home 
predicted a diagnosis of schizophrenia with similar results being documented in recent studies 
(Ierago et al 2010; Wynne et al 2006). Thus suggesting genetic factors are not a sole 
determinant in the onset of psychosis.  
 
Neurochemistry and Schizophrenia  
This theory developed primarily as a result of a correlation between the antipsychotic 
medications chlorpromazine and haloperidol (Carlsson and Lindqvist 1963, cited in 
Baumeister 2013) and their potency to block dopamine receptor sites (specifically D2 
receptors) (Shen et al 2012). The neurochemistry of those with psychosis has also been 
interpreted as evidence for a genetic causal role. 
Neurotransmitters glutamate, gamma-aminobutyric acid (GABA), acetylcholine, and 
serotonin are all indicated as being involved in the aetiology of schizophrenia (Rao et al 
2012; Di Forti et al 2007) however, the role of dopamine in particular has been researched 
intensely over the past fifty years. 
Originally the dopamine hypothesis indicated an excess of dopamine in those who exhibit 
symptoms of psychosis however the revised dopamine hypothesis now suggests an over 
activity of dopamine in the mesolimbic areas and under activity of dopamine in the prefrontal 
cortex of those with schizophrenia (Da Silva Alves et al 2008; Walter et al 2009; Pogarell et 
al 2012).  
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Over the past ten years with the development of new imaging methods, evidence has been 
found to support the role of dopamine however such a hypothesis does not necessarily 
implicate a genetic account of psychosis. The dopamine system can be affected by 
environmental factors. For example, aversive stressful events have been shown to result in 
the release of dopamine in humans (Pruessner et al 2004) as the function of dopamine is to 
communicate social threat or fear (The British Psychological Society (BPS) 2014).  
 
Brain Structure and Schizophrenia  
According to two recent meta-analyses, brain imaging studies have indicated that there is a 
greater loss of brain volume over time in those who develop psychosis (Hulshoff et al 2008; 
Olabi et al 2011). Whilst some argue these structural changes are causal of schizophrenia, it 
is unknown whether this is due in fact to the adverse effects of antipsychotic medication (Ho 
et al 2011) as some studies (Haijma et al 2012; Veijola et al 2014) found antipsychotic 
medication was associated with excessive brain volume loss and grey matter volume (GMV) 
loss in those with psychosis (Fusar-Poli 2013). However, this is in contrast to previous 
studies which have found GMV to decrease even after discontinuation of antipsychotics 
(Boonstra et al 2011). 
A Meta-analysis which included studies from 1979 to 2010 found significant ventricular 
enlargement in those with schizophrenia compared to controls however, the size of the effect 
was heavily dependent on study-based factors. For example, the size of the difference 
between those with schizophrenia and controls was negatively correlated with year of study 
publication with the control sample mean ventricular brain ratio (VBR) becoming larger. The 
authors suggest earlier studies may have used inclusion criteria for the control group that 
could have resulted in inflating the size of the between-group differences (Sayo et al 2012).  
Fusar-Poli (2013) found a significant increase in ventricular enlargement over time and found 
psychotic symptoms and ventricular enlargement was not associated with antipsychotic 
medication exposure. However it is hypothesised that progressive cortical shrinkage over 
time may explain increases in ventricle enlargement.  
It is suggested that neurocognitive impairment is a core deficit of schizophrenia (Bora et al 
2010), however it is continuously being debated whether the development and course of 
cognitive deficits are neurodevelopmental or neurodegenerative or combinations of both 
(Bora et al 2013). Synaptic pruning has been suggested as evidence of a neurodevelopment 
7 
 
course of cognitive deficits (Keshavan et al 1994) although studies indicate that cognitive 
deficits in those at Ultra High Risk of developing psychosis are substantially less severe than 
in FEP indicating a neurodegenerative course (Mesholam et al 2009).  
A crucial limitation of neuroimaging studies and studies arguing for the hereditability of 
psychosis in general is their failure to take into account patient’s life experiences, such as 
trauma or victimisation as highlighted by Bentall (2009), factors in which can have 
significant impact on the brain structural changes. For example, individuals who survived 
sexual abuse in childhood displayed reduction volume in the hippocampus and corpus 
callosum (Nemeroff et al 2006). Also, sex, age, head size, social class, ethnicity, alcohol use, 
medication, educational achievement, water retention, and pregnancy are all factors which 
can alter brain shape (Woodruff and Lewis 1996). Based on the limitations of the medical 
model in providing a credible explanation for psychosis, Bentall (2009), advocates for a 
biopsychosocial explanation for psychosis.  
 
2.3.1. Psychosocial Understanding of Psychosis  
Attachment, Trauma and Stress 
Bowlby (1969) claimed that a secure attachment to a caregiver is necessary for healthy 
psychological development. Studies on psychosis have lent support for this theory as those 
with schizophrenia often display an insecure attachment style (Berry et al 2007) and positive 
and negative symptoms have been found to be associated with avoidant attachment 
(Ponizovsky et al 2007). Difficult relationships in childhood and adolescents may be viewed 
as an important contributing factor for some individuals developing psychosis (Read and 
Sanders 2010). 
Stressful and traumatic life events are associated with increased vulnerability to developing 
psychosis (Varese et al 2012b) with substantial evidence indicating a direct link between 
childhood sexual abuse and hallucinations in adult life (Read et al 2005; Varese et al 2012a). 
Two large scale studies found individuals who experienced more frequent levels of abuse 
were more likely to experience corresponding levels of psychosis (Janssen et al 2004; 





Cognitive Functioning  
A meta-analytic review found that individuals who completed psychometric assessments of 
cognitive functioning during the premorbid period prior to their development of either 
schizophrenia, schizopheniform and schizoaffective disorder obtained  scores approximately 
one-half of a standard deviation lower than healthy controls (Woodberry et al 2008). 
However, some individuals with schizophrenia have demonstrated superior levels of 
cognitive functioning (McCabe et al 2012) indicating that level of cognitive functioning does 
not play a clear role in the development of schizophrenia.  
 
Cannabis  
There is growing evidence in support of a relationship between cannabis and psychosis with 
studies showing early and heavy use of cannabis to be associated with psychosis, including 
schizophrenia in later life (McGrath et al 2010). Family history (McGuire et al 1995), history 
of child abuse (Alemany et al 2013) and age of onset (Stefanis et al 2013) have all been 
found to be moderating factors in these associations.  
 
Personality Traits  
Gleeson et al (2005) found agreeableness and neuroticism were predictors of relapse 
following FEP and Beauchamp et al (2011) found that individuals who present with FEP 
display distinct personality profiles on the NEO Five Factor Inventory (NEO-FFI) (Costa et 
al 1992, cited in Beauchamp et al 2011). For example, one profile consisted of the highest 
scores on all five personality factors (extraversion, agreeableness, conscientiousness, 
neuroticism, and openness to experience), the second distinct profile consisted of the lowest 
scores on extroversion, openness and conscientiousness, and the third profile consisted of the 
lowest scores for neuroticism and agreeableness. This study also found that any of the five 
personality factors were not linked to symptomatic outcome.   
 
Low Economic Status  
Low economic status has been identified as a risk factor for developing psychosis with 
deprivation and living in dense urban environments being associated with distressing 
psychosis (Kirkbride et al 2012). Inequality has also been identified as a risk factor with 
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individuals from lower economic status living in neighbourhoods with individuals from high 
economic status being more likely to develop psychosis when compared to those living in 
neighbourhoods with individuals of similar economic status (Kirkbride et al 2012). 
Individuals of Afro – Caribbean origin living in Britain have been found to be much more 
likely to receive a diagnosis of schizophrenia than white British people (Fearon et al 2006) 
with this difference being partially accounted for by the social disadvantage and deprivation 
that they often experience (Fernando 2003).   
 
2.3.2. Psychological Model of Psychosis  
Research has supported the hypothesis that a continuum exists between normal mental health 
states and mental health difficulties with studies finding that many individuals in the normal 
population experience hallucinations and/or delusions however do not meet the criteria for a 
diagnosis (Beavan et al 2011). Up to 10% of people experience an auditory hallucination at 
some point in their life (Johns et al 2014). However, the proportion of positive voices are 
greater in the non-population group compared to clinical groups, and such individuals feel 
they have more control over the voices (Johns et al 2014; Hill et al 2012). Research also 
suggests that the general population experience delusions or false beliefs, for example, some 
people report that they have been in the presence of ghosts or have had telepathic experiences 
(BPS 2014).  
Dimensional models support the phenomenological continuum between normal mental states 
and psychosis (Linscott and van Os 2010). For example, the five-dimensional model of 
positive symptoms, negative symptoms, cognitive disorganisation, depression and mania 
which encompass symptoms attributed to schizophrenia, schizoaffective disorder and bipolar 
disorder (van Os and Kapur 2009).  
Another approach involves no assumptions being made on the structure of mental illness and 
instead attempts are made to explain and understand experiences and behaviours of those 
with psychosis (Bentall 2004) and to explore the personal meaning of the events, 
relationships and social circumstances of the individual’s life (BPS 2014). Much progress has 
been made in the past two decades on the cognitive understanding and maintaining factors of 
these specific phenomena, specifically positive symptoms. Cognitive models have been 
developed and supported by research. For example, the Model of the Maintenance of 
Auditory Hallucination (Chadwick and Birchwood 1994; Morrison et al 1995) which is 
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supported by So and Wong (2008) and (Fialko et al 2006). Cognitive models of persecutory 
delusions have also been described in the literature. For example, the Cognitive Model of 
Persecutory Delusions (Freeman et al 2002) which has received support in the literature 
(Foster et al 2010).  
 
 
2.4. First Episode Psychosis (FEP)  
There is no consensus on the operational definition of the term FEP with variability evident 
across both clinical and research contexts. However, a selective review by Breitborde and 
Srihari (2009) describe three categories for which definitions are based upon, (see Table 2).   
 
Table 2. Three categories of definitions for FEP (Breitborde and Srihari 2009).  
Category Operational Definition  
First Treatment Contact Those who have presented themselves at a 
clinical setting and have never presented 
themselves previously at a clinical setting for 
psychosis. 
Duration of Antipsychotic Medication  Those who have yet to receive appropriate 
treatment for their psychosis. 
Duration of Psychosis  Those experiencing psychosis for less than a 
pre-specified amount of time. 
 
Although each of the three definitions have their own strengths and also have significant 
limitations, see Breitborde and Srihari (2009) for the full review, it appears the term ‘first-
episode psychosis’ is misleading regardless of the definition used. The terms is most 
commonly used to describe individuals who have experienced a short duration of psychosis 
(2-5 years) or received a short duration of intervention for psychosis rather than individuals 
who are in the midst of a FEP.  
Over the last two decades much research has emerged focusing on FEP (Rosenbaum et al 
2006). It is understood that intervening at an early stage, when vulnerability to psychosis is 
11 
 
first expressed, delays its onset (Aitchison et al 1999) and FEP typically occurs between the 
ages of 14-35 years, effects both genders equally and it is widely accepted that it occurs 
during a critical period in an individual’s development (Askey et al 2007; Department of 
Health 2001).  
 
2.4.1. Models of Early Intervention for FEP 
In Ireland, over 120,000 people are affected by schizophrenia and other psychotic 
presentations (Detect 2011). It is understood that early intervention is vital in the 
management of psychosis with strong research evidence indicating that a delay in treatment 
results in poorer outcome (Chang et al 2012; Marshall and Rathbone 2011). Internationally 
there is a growing focus on developing early intervention services to meet the needs of young 
adults with FEP as research worldwide has shown that many individuals with psychosis 
experience long delays before receiving effective intervention. Specialist early intervention 
reduces treatment delays by providing community and professional education about 
psychosis, offering a fast track assessment process and supporting recovery through 
evidenced based interventions such as Cognitive Behavioural Therapy (CBT) (Detect 2011).  
Early Intervention Services Models, for example, the Norwegian Model ‘TIPS’ (an early 
identification and treatment model), the Australian model ‘EPPIC’ (Early Psychosis 
Prevention and Intervention Centre), the UK model ‘EIS’ (Early Intervention Service) and 
the Irish Model ‘Detect’ Dublin East Treatment and Early Care Team, incorporate a family 
inclusiveness approach to treatment. This is advocated by evidence based policy guidelines 
and national programme plans such as those from NICE (2009), IEPA (2005) and the HSE 
(2011) in Ireland. However, the research literature indicates that ‘family inclusiveness’ often 
means a parent or a major caregiver is acknowledged and the needs of the overall family is 
overlooked, specifically siblings (Sin et al 2005; Stalberg et al 2004).  
A descriptive review of qualitative studies in FEP by Boydell et al (2010) revealed that much 
of the research conducted over the past decade has focused on the patient’s subjective 
experience. As the field of early psychosis is relatively recent, this focus is appropriate, 
however based on their review, the authors advocate for a need to explore the subjective 
experiences of others who play an important role in the lives of those with FEP, for example, 
siblings, mental health professionals, school personnel, and friends. This would extend the 
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scope of qualitative research and allow the full trajectory of FEP to be explored (Boydell et al 
2010).  
 
2.4.2.  Importance of Family Intervention  
The issues families face at the onset of psychosis is understood as being different from those 
that families face when caring for relatives with a long standing illness (Addington and 
Burnett 2004). For example, there is often diagnostic uncertainty, limited understanding of 
the course of psychosis and poor early intervention. Implications of these issues include 
poorer outcomes and prognosis for the affected individual, slower and incomplete recovery, 
increased risk of further relapse, increased risk of other mental health presentations such as 
depression and anxiety, interference with psychological and social development, strained 
relationships, and loss of family and social supports (McGorry 2000).  
Research shows early psychosis to have a significant impact on the mental health of family 
members, for example, Addington et al (2005) found 24% of families reported being severely 
stressed and 23% moderately stressed prior to family intervention. In addition, McCann et al 
(2011) found that parents of those with FEP experienced heavy responsibility, isolation, 
financial burden, physical and emotionally stress, constant worry, fluctuations from periods 
of relative calmness to times of considerable burden, feeling personally responsible for their 
child’s illness as well as experiencing closer relationships with their affected child.  
Sin (2005) found parents of young adults with early onset psychosis engaged in extensive 
caregiving roles and they reported feeling they were almost invisible to local mental health 
services, similar to findings by Rethink (2003) and Szmukler (2003). Sin (2005) also found 
that parents reported having received little or no support or information from services and 
often felt resentful of their offspring and local services. Srividya et al (2011) found that 
family members of individuals with FEP reported being most concerned about the self-
esteem and identity of their affected children. Other concerns reported involved social 
behaviour, substance abuse and medications. Although previous research has explored carer 
experiences of caregiving in those with FEP, these studies have mostly included parents 
(McCann et al 2011; Addington et al 2003) with very limited studies including the 
experiences of siblings (Mo et al 2008). In more recent studies, Gerson et al (2011) found 
that family members (87% parents) of individuals at ultra high risk of developing psychosis 
and individuals with recent-onset psychosis, engaged in problem-focused coping and use of 
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social support and education and coping through religion. Others studies on family members 
of those with FEP report using emotional and practical coping strategies as opposed to 
spiritual (Tenakoon et al 2000). 
Family support plays an important role in the recovery process for those with severe mental 
illness (Schon et al 2009) with family based intervention having a well-established evidence 
base from the last three decades, and proven efficacy in reducing relapse rates in 
schizophrenia (NICE 2009). Due to the age of onset of psychosis many young people are still 
living with or are in close contact with their family of origin (Bowman et al 2014a), thus 
family intervention is also viewed as a necessity in the positive management of early 
psychosis recovery (Addington and Burnett 2004). 
Several research studies have explored the use of family work with FEP, for example, it has 
been found that interventions for early psychosis resulted in a decrease in relapse rates and 
increase social functioning (Zhang et al 1994), a decrease in hospital admission rates (Lenior 
et al 2001), and a decrease in family burden (Jeppesen et al 2005). Combined individual and 
family Cognitive Behaviour Therapy (CBT) has shown a decrease in relatives’ stress and an 
increase in perceived opportunities to make a positive contribution to the care of their 
affected relative (Gleeson et al 2010). Furthermore there is growing evidence for the benefits 
of a psycho-educational approach to family based interventions (Kuipers et al 2002) with 
psycho-education on mental health presentations amongst the most effective of the evidence-
based psychological interventions for both the patient and their families (Xia 2011).  
Research has shown that high Expressed Emotion (EE) which refers to criticism, hostility and 
emotional over involvement is associated with risk of relapse and discord in relationships 
between patients and those in caring roles. Youth at Clinical High Risk (CHR) of developing 
psychosis who live in high-EE environments have shown worsening of positive psychotic 
symptoms compared to those who live in a warm environment with optimal levels of family 
involvement and moderate levels of emotional over-involvement (Schlosser et al 2010) thus 
providing evidence in support of the link between family involvement and psychosis 
outcome. Raune et al (2004) and Patterson et al (2005) highlight how carer’s psychological 
appraisal and coping style is influential in determining high EE.  
Family interventions which include psychoeducation, communication skills and problem-
solving have been shown to be protective against relapse (McFarlane et al 2003; Miklowitz 
2003). Sin et al (2007) advocate for information to be provided to carers on carer’s coping 
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strategies, available supports services and information on how to cope with emotional 
responses. It is clear that family play an integral role in the interventions provided to those 
experiences FEP, however the literature has focused almost exclusively on parents to the 
exclusion of siblings and other close relatives. 
 
2.5. Why Study the Sibling Relationship Experiences? 
Developmental theories stipulate that sibling relationships play a critical and formative role in 
development during childhood, adolescence and early adulthood (Jewsbury et al 2010; 
Bowlby 1969). Sibling relationships are unique in that they comprise hierarchical and 
reciprocal elements which change over time (Whiteman 2011). Siblings act as companions, 
confidants, and role models in the earlier years of childhood and adolescence (Dunn 2007) 
and act as a source of emotional support in adulthood (Voorpostel and Blieszner 2008). 
The quality of the sibling relationship changes as people grow older. During childhood and 
adolescence the sibling relationship is characterised by strong ties of affection and becomes 
more distant during early and middle adulthood (Connidis 1992). Changes in the sibling 
relationship occur in late adolescence/early adulthood as it usually marks a time of self-
exploration (Arnett 2004). Individuals at this age begin to take responsibility for themselves, 
make independent decisions and establish financial independence. Sibling social support 
(proximity, contact, giving and receiving help) has been shown to decline in early adulthood 
and stabilises in middle adulthood (White 2001). Siblings have more contact and report 
greater intimacy during middle age and older age (Bedford 1998).  
Sibling relationships often lasts longer than any other relationship (Smith et al 2009a) and the 
quality of the sibling relationship, especially during adolescence, is a predictive factor in the 
sibling’s future involvement with care giving (Greenberg et al 1999). Long-term conflicts 
rarely break down the sibling bond and it continues to exist beyond the death of another 
sibling (Seltzer 1989).  
Positive sibling relationships have a positive influence on adjustment in general but also 
moderate the negative effects of childhood experiences thus reducing their impact. 
Supportive, warm, and close sibling relationships in childhood buffer the impact of negative 
influences. For example, Gass et al (2007) found positive sibling relationships protect 
children from the impact of stressful life experiences on the development of internalising 
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problems and Dekovic and Buist (2005) found that close sibling relationships reduce the 
negative effects of marital hostility on children’s adjustment. 
Despite the positive effects of sibling relationships research on the sibling relationship falls 
behind that of other family member relationships, despite their centrality in the lives of 
individuals and families through the lifespan (Whiteman et al 2011).  
 
2.5.1. Theories Explaining Sibling Relationship Development  
2.5.1.1 Siblings and Attachment  
Attachment theory (Bowlby 1969) posits that the quality of attachment relationships depend 
on the development of a secure base with a sensitive and responsive primary caregiver. As a 
child develops it uses the secure base to explore its environment and returns for comfort and 
security. The attachment a child has with their primary care-giver is said to form the basis of 
an internal working model; an individual’s expectations, emotions, behaviours, and 
understanding of social relationships, including children’s attachment relationships with 
siblings (Whiteman et al 2011). From an attachment perspective, individuals’ relationships 
with their primary caregiver as a child have long term implications for the quality of their 
relationships with others. Secure attachments in childhood predict secure, trusting 
attachments later in life whereas insecure attachments predict conflictual or distant 
relationships. 
In addition to the relationship with the child’s primary caregiver, children develop 
attachments with other family members, including siblings. It is suggested that attachment is 
not necessarily equivalent to relationship positivity but rather a deeper bond that may vary 
depending on whether a relationship serves as a source of emotional security, thus siblings 
interactions might not exhibit an attachment relationship (Whiteman et al 2011). Whether and 
how attachment relationships form and develop between siblings are areas which are 
somewhat lacking in the research literature however it is indicated that sibling attachment 
may resemble parent-child attachment with longitudinal studies supporting this (Volling 






2.5.1.2. Siblings and Adler’s Theory of Individual Psychology  
Adler’s theory of individual psychology posits that sibling relationship dynamics are central 
influences on family role systems, personality development and psychological adjustment 
(Ansbacher and Ansbacker 1956). Adler theorised that social comparisons and power 
dynamics, particularly sibling rivalry for family resources, within families were particularly 
influential on personality development. Adler claimed that as a way of reducing sibling 
competition, siblings differentiate or “de-identify” by choosing and developing different 
personal qualities and attend to the way their parents treat them relative to their siblings. 
Potential evidence in support of this theory is shown by Brody and Stoneman (1994) and 
Shanahan et al (2008) who found differential treatment shown by parents to children was 
associated with less positive sibling relationships and poorer adjustment in disfavoured 
children.  
 
2.5.1.3. Family Systems Theory  
A family is a system with boundaries, and consists of interconnected and interdependent 
individuals. Family systems theory (Bateson 1972, cited in Carr 2006) posits that an 
individual cannot be understood in isolation, but rather the family system of the individual 
must be understood. In order for the family system to survive, the boundaries must be semi-
permeable, allowing for the family to survive as a coherent system yet allowing the intake of 
information required for survival. According to this theory, all members of a family have 
roles and rules to obey within the family system. All family members are connected to each 
other and all members of a family influence and affect each other and this pattern of 
interacting must be respected. However, not all members have the same degree of influence 
on each other as families are organised hierarchically, for example according to sibling birth 
order. A change in one person’s behaviour results in a change in all family members as each 
member adapts to the change. 
There are processes within families which prevent or promote change so as to maintain some 
level of stability in order for the survival of a coherent family system. If the family lack 
resources for stability and then change occurs, problematic behaviour that arises as a result 
can serve as a positive function in maintaining family stability. Also according to this theory, 
over time recursive behaviour patterns in interaction can lead to predictability which can 
result in the system fragmenting. For example, siblings may become involved in a 
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symmetrical pattern of blaming each other which may result in the development of a 
conflicting relationship. Therefore healthy families have a mix of symmetrical and 
complementary behaviour which increases the viability of the system. 
  
2.6. Siblings and Psychosis  
It is understood that sibling relationships provide social support in terms of camaraderie and 
affection (Goetting 1986). Research has shown that sibling support is associated with higher 
self-esteem (Milevsky 2005), less anxiety and aggression (Branje et al 2004), less loneliness 
and depression (Ponzetti 1997) and better coping and psychological adjustment following a 
stressful life event (Gass et al 2007). Social support has also been shown to reduce the risk of 
relapse in young people experiencing psychosis (Norman et al 2005).  
It is recognised that social relationships are important to the quality of life of those with 
schizophrenia (Angell 2005) with studies showing that individuals who have supportive 
relationships are likely to report a better recovery compared to those who have less support or 
report more stressful relationships (Tew et al 2012; Evert et al 2003) . Individuals have also 
reported higher life satisfaction when they have close friendships (Hansson et al 1999). In a 
cross sectional study, Smith and Greenberg (2007) found adults with schizophrenia reported 
higher levels of life satisfaction when they had a close relationship with their sibling; a 
relationship characterised by a reciprocity between them in terms of trust, understanding, 
affection, fairness and respect. Siblings who were found to have higher quality of 
relationships shared social activities together at least a few times a year. As noted by the 
authors, due to the cross sectional nature of the study, it is possible that when those with 
schizophrenia are more satisfied with their quality of life then they may have a greater 
capacity to develop and maintain positive, intimate relationships. Nonetheless, the association 
between quality of sibling relationship and life satisfaction was quite robust as patients and 
siblings independently rated life satisfaction and quality of relationship. Indeed, the authors 
suggest the potential for the sibling relationship to be one of the most significant relationships 
for those experiencing schizophrenia. 
Smith and Greenberg (2008) examined the factors contributing to the quality of sibling 
relationships as determined by sibling of adults with schizophrenia. They found those in 
cohesive families and those who reported experiencing more personal gains from the 
challenges of coping with schizophrenia reported better and closer relationships. In addition, 
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violence or threatening behaviour and appraising their sibling as having no control over their 
behaviour were related to a lower quality of sibling relationships. 
With regards to early psychosis, research indicates that many siblings will experience their 
affected brother or sister with early psychosis being admitted into hospital (Wade et al 2006), 
experiencing persistent symptoms of psychosis (Edwards et al 2002), engaging in substance 
misuse (Mazzoncini et al 2010), expressing suicidal ideation (Bertelsen et al 2007) and/or 
attempting suicide (Robinson et al 2009) and/or being physically violent (Spidel et al 2010). 
These experiences may potentially have an impact on the sibling’s quality of life and on the 
sibling relationship (Bowman et al 2014a).  
Family systems theory maintains that members of a family impact and affect each other, thus 
onset of psychosis in a family member is very likely to have a significant impact upon the 
sibling (s) and the sibling relationship (s) and result in the potential loss of this important 
reciprocal relationship (Bowman et al 2014a). Interference at this stage of development may 
have considerable implications for personality development, identity formation and social 
support (Bowman et al 2014a). Given the very limited interventions designed to support 
siblings of those with FEP, for example, Sin et al (2013) who are exploring the effectiveness 
of an online psychoeducational intervention it is unsurprising that there is limited research 
available into the effectiveness of interventions for this potentially vulnerable group (Sin et al 
2007). 
 
2.7. Previous Research on Long Term Psychosis and Siblings’ Experiences  
Most research involving relatives of those diagnosed with schizophrenia focus on parents’ 
experiences, with siblings being underrepresented. Research studies which focus on the 
siblings’ experiences are critically reviewed and summarised below. See Appendix XI for 
details on the literature search performed.  
In the most recent study of its kind, Ewertzon et al (2012) qualitatively explored how 13 
siblings (11 females, 2 males; mean age 45 years) who participated in a sibling support group 
experienced being a sibling to an individual with a severe mental illness. Data derived 
through focus groups revealed one overarching theme: ‘Lonely Life Journey Bordered with 
Struggle’. This theme was divided into three categories: Facing Existential Thoughts, Facing 
Ambiguity in Approach and Engagement, and Facing Disparate Attitudes and Expectations. 
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Siblings felt alone in the situation or in their feelings, which was related to their feelings of 
responsibility and lack of support. They also felt deep sorrow for the loss of their siblings, 
and they described feeling afraid of the illness and of themselves or their children being 
affected. Siblings felt ambiguous with respect to when to engage in the relationship and life 
of the sibling and when to get distance. They also experienced different attitudes than their 
parents regarding their sibling, with parents sometimes not wanting to accept that their sibling 
was ill. According to the participants, parents’ held negative views of psychiatric services 
however siblings did not. Siblings wanted to be participants in care however felt the attitudes 
of health care professionals resulted in siblings feeling rejected or excluded from care. Also, 
they felt suppressed and powerless, and subsequently did not wish to be involved.  
The samples over representation of females resulted in limited male perspectives. Although 
ethical considerations were noted in relation to acknowledging the vulnerable positions of 
participants and the researchers engaged in efforts to monitor and manage signs of siblings 
potentially becoming distressed, siblings appear to have been recruited without the consent of 
the ill sibling which raises some ethical concerns in terms of protecting the integrity of the 
individual in question. 
Schmid et al (2009) contributed knowledge and understanding of burden experienced by 37 
siblings (24 females, 13 males; mean age of 41 years) of those with a diagnosis of 
schizophrenia in an inpatient unit. Content analysis of  narrative interviews found siblings 
experienced burden in relation to the following: in their daily contact with their sibling, 
siblings privacy, contact with family, contact with institutions and professionals, and siblings 
own contacts/friends. Siblings’ emotional burdens included fears for the future/lack of 
perspective, helplessness and powerlessness, fears of release or suicide of the ill sibling, 
worries about parent’s well-being due to the burden of the illness, and fear of illness of one’s 
own or hereditariness. Positive experiences were also reported, the most common being a 
deeper bond with the sibling, the development of particular competencies as a result of caring 
for the ill sibling, and the feeling of being important to the sibling.  
Some methodological issues were noted, specifically in relation to ethical procedures. For 
example, although patients were asked permission for their sibling to be invited to an 
interview, no information was reported as to how the research was explained to either the 
patient or the participating sibling. Also consent procedures were not reported in detail. In 
addition, although the researcher who conducted the interviews was described as not being 
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involved in the patients treatment, no other information on the researcher was reported, for 
example their skills and background. 
Barnable et al (2006) obtained rich information on how 6 siblings (5 females and 1 male; age 
range late 30s to early 60s) make sense of their experience of having a sibling with 
schizophrenia. Using hermeneutic phenomenological analysis the authors describe a thorough 
and reliable data analysis procedure which resulted in four themes emerging which were 
described in detail. Briefly, the first theme ‘Struggling to Understand’ represented siblings 
struggling to understand their affected sibling’s symptoms and behaviour and what caused it, 
which led to feelings of self-blame and guilt. Siblings struggled to understand what 
schizophrenia meant and how to respond and manage symptoms which led to feelings of 
inadequacy and feeling frightened. They also struggled with understanding how to access 
information which resulted in feelings of helplessness and frustration. The second theme 
‘Struggling with the System’ refers to siblings struggles to access information and help from 
professionals which led to feelings of frustration, helplessness and anger. Unsuccessful 
treatment over a number of years and inadequate resources also led to feelings of frustration. 
The theme ‘Caring for the Sibling’ described the impact caring for siblings had on the 
participants. A range of emotions such as feeling isolated, confused, fearful, sad and helpless 
as a result of having to balance their own lives and providing support to their sibling were 
experienced. Frustrations were felt in response to family disagreements over how to manage 
symptoms, however families also united to support each other. Participants described feeling 
resentful as parents time was spent on siblings and also worrying about the future. ‘Seeing 
Beyond the Illness’ referred to the positive impact the experience of having a sibling with 
schizophrenia had on participants. Participants described feeling admiration and respect 
towards siblings and improvements in relationships, compassion towards others and personal 
growth. Priorities and outlook on life also changed for the participants. Whilst this study 
offered rich data, gender bias towards females meant the male perspective was not adequately 
represented. Also as siblings had been diagnosed for a number of years and no relapses were 
experienced in a number of years, participants’ reflections may have been biased.  
With the exception of the authors stating that the research study received ethical approval, no 
other ethical procedures were outlined, for example patient and participant informed consent 
procedures were not reported. Also the researcher’s skills, motives and background were not 
stated which raises some ethical concerns in relation to the study’s methodology. 
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Using grounded theory, Lukens et al (2004) explored the personal and impersonal impacts of 
having a sibling with a severe mental illness (68% schizophrenia/schizoaffective disorder) 
through recruiting 19 participants (16 female, 3 male; mean age 43 years) who participated in 
one of five focus groups. Participants described experiencing anger, guilt, mourning, loss, 
fear and anticipated burden. Participants described their sibling’s illness impacting their 
personality and development in the past, present and when thinking about the future. They 
also described it impacting the family unit and intensified relationships both within and 
outside the family. Mourning and loss were also experienced in the context of family 
relationships, particularly in relation to childhood and growing up. As 32% of the sample did 
not have a diagnosis of schizophrenia, caution should be used when interpreting this study’s 
results in the context of siblings’ experience of schizophrenia.  
This study boasted many strengths, a detailed review of previous literature was reported and 
well as an outline of data analysis procedures. The studies sampling strategy was mentioned 
as well as researchers roles. Also the studies implications were detailed. However, it is 
unclear what stage patients were at with regards to their illness, or what diagnosis patients 
had. Also, with regards to ethical matters, although participants received information on the 
study, it appears patient consent was not sought as there was no reference made to patients.  
Stalberg (2004) qualitatively explored how 16 siblings (9 male and 5 female; mean age of 31 
years) of those with schizophrenia perceived their sibling relationship and their sibling role. 
Grounded theory revealed three major themes: ‘sibling bond’, ‘coping patterns’ and ‘fear of 
possible schizophrenia hereditary’. In relation to the sibling bond, siblings reported feeling 
love, sorrow, anger, envy and guilt. With respect to coping mechanisms, siblings reported 
five methods of coping including avoidance, normalisation, isolation, caregiving and 
grieving. Based on the results found, Stalberg (2004) emphasised the need for siblings to gain 
support from mental health professionals.  
A reliable data analysis procedure was outlined with two psychologists independently 
reviewing the transcripts and identifying themes. In contrast to many of the studies reviewed 
to date, Stalberg (2004) obtained patient consent prior to recruiting siblings 
Kristoffersen et al (2000) explored the feelings of 16 siblings (10 male; 6 female, mean age 
of 34 years) of individuals with long term schizophrenia (average duration of illness was 13 
years) using a hermeneutical method of collecting and interpreting data. Five key feelings 
were identified by siblings over 80 interviews: grief, guilt, hope, anger, and shame. These 
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feelings were central to the themes of ‘Ambiguous Loss’ of their loved one where they 
experienced loneliness, pain and grief, the ‘Fluctuating Nature’ where shock, grief and 
despair were experienced after their sibling became ill which was followed by hope and joy 
when the sibling got better. Also, ‘Prohibition’ against grieving over the loss of a sibling who 
wasn’t present and ‘Invalidation’ of the grief from the community over the experience of loss 
of the sibling.   
Ethical consideration was detailed by the authors with reference made to ethical approval 
being sought, and consent was sought from both patient and participant prior to the research 
being conducted. Although implications of the theory generated was reflected upon, no 
methodological limitations were discussed.   
In a quantitative study Barak and Solomon (2005) assessed the impact of schizophrenia on a 
sample of 52 non affected siblings which they compared to a control group of 48 healthy 
siblings, matched for socio-economic factors. Results found non-affected siblings of those 
with schizophrenia rated themselves as having more intense negative feelings, less closeness 
with the sibling, more shame, and increased levels of objective and subjective burden 
compared to controls. As noted by the authors, the control group was comprised of siblings of 
healthy individuals rather than of siblings of individuals experiencing other mental or 
physical disorders, thus the differences noted may be true to any other mental or physical 
disorder and may not be necessarily attributed to siblings of those with a diagnosis of 
schizophrenia.  
 
In other related quantitative studies, Friedrich et al (2008) found that the top ranked coping 
strategies reported by 746 siblings (74% female) of those with schizophrenia were: educating 
themselves about schizophrenia, having a supportive family and seeing their sibling suffering 
less due to symptom control. Almost 75% of siblings reported the most helpful coping 
strategy was understanding that families were not to blame for schizophrenia. Siblings 
reported having little contact with providers in the past; yet the majority of siblings wanted 
providers to be available in order for their questions to be answered and for their role in 
future care to be clarified. 
 
Friedrich et al (1999) found that 80% of 30 adult siblings (50% male; mean age of 37) of 
individuals with a diagnosis of schizophrenia reported that negative symptoms, mood 
fluctuations and social isolation were rated as the most ‘disturbing’ behaviours of their 
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affected sibling. Positive symptoms were also rated by 50% of the sample as disturbing and 
the majority of participants rated the side effects of medications and the non-compliance with 
these medications as disturbing. 
Lively et al (2004) also found similar results employing a large sample of 752 adult siblings 
(73% female; mean age of 39.7 years) of individuals diagnosed with schizophrenia, with a 
high level of disturbance associated with positive symptoms and medicine non-compliance.  
Lively et al (2004) also found that those reporting more disturbing behaviours revealed 
significantly more stress. Of particular interest is the finding that the greatest impact of the 
behaviours was on relationships within the family, specifically the sibling relationship with 
the affected sibling and parents. Disturbing behaviours explained 19.6% of the variance in 
relationships with parents and 25% of the variance in the relationship with the affected 
sibling.  
As shown from the above studies, schizophrenia has many negative impacts, though some 
positive impacts, on siblings. Although approximately 30% of those with FEP make a 
complete recovery (Detect 2011), the majority of individuals experience a relapse within a 5 
year remission from the initial episode (Robinson et al 2005, Gitlin et al 2001), and with each 
subsequent relapse the risk of developing persistent psychotic symptoms increases 
(Stephenson 2000). With current research now focusing on FEP and relapse prevention so as 
to reduce the likelihood of persistent psychotic symptoms developing, it is important that 
siblings’ experiences are explored as they have been underrepresented in the literature to 
date. This will aid in the search for protective factors that may reduce the progression of 
symptoms given Pruessner et al (2011) and Alvarez-Jimenez et al (2012) highlight the need 
for future research to identify protective and modifiable factors for psychosis.  
 
2.8. Previous Research on FEP and Siblings’ Experience 
A limited number of research studies have focused on the experiences of siblings of those 
diagnosed with a FEP. These research studies are critically reviewed and their findings 
summarised below.  
In the first quantitative study of its kind, Bowman et al (2014b) examined the Quality of Life 
(QoL) of 157 siblings (82% male; mean age of 21 years) of individuals with FEP attending 
the Early Psychosis Prevention and Intervention Centre (EPPIC) in Australia. Participants 
completed The World Health Organisation Quality of Life Scale-Bref (WHO-QOL) which 
24 
 
measures four areas of QoL: physical, psychological, social, and environment. Results found 
that a history of physical violence and attempted suicides of affected siblings were significant 
predictors of low satisfaction in all domains of QoL. Females were also associated with less 
satisfaction in QoL and were more vulnerable to the effects of suicide attempts made by their 
affected sibling. As noted by Bowman et al (2014b), further research incorporating the views 
of females are recommended due to the small number of females represented in this study. 
Also of consideration is that consenting participants in this study may represent those who 
were experiencing high levels of distress and secondary data on potential environmental 
influences were not obtained, for example, relationships with parents, disabilities within the 
family and geographical location etc. Nonetheless, these findings provide much needed 
information on the QoL of siblings of those with FEP.  
As noted by Wisdom et al (2008) the onset of mental illness is associated with a loss of self 
or previously held identity. As the onset of psychosis is likely to occur during a critical time 
of self development for the individual experiencing FEP, the onset is also likely to occur 
during a critical time in a sibling’s self development thus having an impact on self-identity. In 
a recent qualitative study, Newman et al (2011) aimed to explore the impact of FEP on four 
young adult siblings’ (50% male; mean age of 20.7 years) sense of self and the roles they 
adopt within their family. Using narrative analysis the study found that for the two male 
participants, the emphasis on their narrative accounts was on adopting roles of responsibility 
within the family and developing relationships with their parents that involved more mutual 
respect. Interestingly, both recognised that they had more abilities and skills as a consequence 
of their experience and both female participants attempted to make sense of their experience. 
Similarly to the males, their narratives emphasised a change of role in their families however 
they also emphasised a change of outlook on life and their experiences as they developed 
personal meaning. One participant appeared to experience shock, distress and confusion in 
relation to her sibling’s onset of psychosis and another experienced frustration in relation to 
how her mother supported and encouraged her sibling’s way of coping.   
This study yielded important information as to the impact of FEP on siblings’ sense of self 
with the authors providing a clear rationale for their study aims and sampling strategy. The 
four phases of narrative analysis were also comprehensively described and efforts to ensure 
reliability of the findings were made by the involvement of three researchers reading and 
rereading the narratives for emerging themes. As noted by the authors, the four participants 
included were of British socio-demographic backgrounds thus future studies involving 
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siblings from different cultural and societal backgrounds may provide further understanding 
of the impact of such backgrounds on meaning making processes.  
Sin et al (2008) highlighted how understanding the experiences and needs of siblings of 
individuals with FEP would allow for effective early intervention services to be developed 
thus in a recent comprehensive and informative study (Sin et al 2008; 2012) explored the 
experiences and needs of 31 siblings (70% female; mean age of 22.7 years) of individuals 
with FEP in Berkshire and West London. Using a descriptive phenomenological approach to 
analysis they found that siblings played a range of roles in relation to their affected brother 
and sister. For example, they provided emotional support, encouraged engagement in social 
activities, provided information to services and to their affected brother or sister, liaised with 
key services, monitored symptoms etc. Siblings experienced a broad range of diverse 
emotional responses, for example, feelings of burden and stress, denial, despair, detachment, 
embarrassment, fear, guilt, helplessness, loss and grief, resentment, shock and sorrow. 
Siblings used proactive coping strategies, for example, working as part of a whole family to 
support their affected sibling, supporting their parents as the primary care givers, trying to 
raise awareness and understanding of FEP, withdrawing, turning to friends and sometimes 
school teachers for support, and religious practices. Despite the distressing impact of first-
episode psychosis a strong theme of resilience also emerged within the data with some 
siblings reporting that the experience had resulted in them becoming stronger and better 
individuals and facilitated enhanced personal development.  
A final theme which emerged, which is of particular interest to this current study, was that of 
the impact on relationships. Some siblings reported that a closer sibling bond had resulted 
from the experiences and that a positive change in their family relationships had occurred as 
they learnt to communicate better and address problems together. In contrast, other siblings 
described the FEP having distanced them from their affected sibling and that there was less 
family contact as a result. These findings are similar to those seen in long term psychosis 
(Lively et al 1995). As well as having concerns about how to explain symptoms to younger 
siblings, participant’s perspectives about future relationships and raising children were also 
challenged as a result of first-episode psychosis. 
This study had a number of strengths, for example, it contributed to our understanding of 
siblings’ experiences of FEP from a considerably large sample size for a qualitative study. 
Data collection procedures and efforts to ensure reliability of data were mentioned, however 
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although transcripts were subject to a number of readings and analyses it is unclear whether 
this was performed by four separate people or by the same researcher. Ethical considerations 
were made, for example, parental consent was sought for under 16s and siblings were 
recruited via affected siblings. As 71% of the sample was female, the male perspective was 
underrepresented thus future studies may focus on the experiences of male siblings and FEP.  
Fisher et al (2004a) also found that both siblings and mothers experienced grief following 
their family member experiencing a FEP, however siblings were more likely to have resolved 
their feelings of trauma and loss when compared to their mothers. Although this study adds to 
the limited literature on the area, as the study was published in poster abstract format limited 
information on the research procedures are available. For example, demographic information 
of the siblings, recruitment information, data collection and analysis procedures are unknown. 
Additionally, Fisher et al (2004b) explored the experiences of five individuals who had a 
sibling with FEP. Thematic analysis revealed that siblings were involved in high levels caring 
for their affected sibling, they adopting a more parental role in the sibling relationship, they 
felt resentment towards their affected sibling, and they felt they were being excluded by 
mental health services. Similar limitations of this study to the (Fisher et al 2004a) are noted 
due to the abstract format of the research. 
In the only known study to directly examine the sibling relationship in FEP, Bowman et al 
(2004) quantitatively examined the sibling relationship from the perspective of 39 siblings 
(15-29 years) of those affected by FEP using the Sibling Relationship Questionnaire (SRQ). 
Their study found high levels of warmth and rivalry and moderate levels of conflict. As this 
is an unpublished study, detailed research procedures such as methodological information 
could not be accessed. 
 
2.9. The Present Study   
2.9.1. Rationale of the Present Study 
The above research has outlined important information and knowledge with regards to the 
experiences and needs of siblings of individuals with FEP and highlights the need for early 
intervention and preventative support for siblings. Recently, Bowman et al (2014a) reviewed 
the significance of sibling inclusion in family intervention and found the impact of FEP on 
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the sibling relationship is neglected in research despite the potential for this relationship to 
affect positive outcomes, for example, it’s potential to serve as an underutilised protective 
factor.  
As discussed earlier, social support has also been shown to reduce the risk of relapse in 
young people experiencing psychosis (Norman et al 2005). As the sibling relationship often 
lasts longer than any other relationship (Smith et al 2009a) and the quality of the sibling 
relationship is a predictive factor in the sibling’s future involvement with care giving 
(Greenberg et al 1999) it is imperative that the sibling relationships is explored. Of equal 
importance, due to the lack of attention siblings have received within the literature, it is 
important to explore their experiences and needs so as to help services provide them with the 
necessary supports.  
 
2.9.2. Existing Gap in the Literature  
Much of the research on siblings and FEP to date has focused on whole family experiences 
with limited research exploring the sibling perspective, despite the importance of the sibling 
relationship implicated from the literature. Of the studies that have focused on siblings, only 
their broad experiences and needs (Sin et al 2008; 2012; Fisher et al 2004), their experiences 
in relation to loss of self (Newman et al 2011) and their QoL (Bowman et al 2014b) has been 
examined. Only one known study, which is unpublished, has specifically examined the 
sibling relationship (Bowman et al 2004b). Subsequently, there is a significant gap in the 
research literature on sibling’s lived experiences of the sibling relationship with their brother 
and/or sister diagnosed with FEP. This is the first study in Ireland to explore sibling’s 
experience of FEP.  
 
2.9.3. Aims of the Present Study and Research Questions 
The aims of this study are to qualitatively explore how adult siblings of those with FEP 
experience and perceive their sibling relationship.  
Specifically, this research study will explore the following:  
 How do siblings experience or make sense of their relationship with their brother or 
sister who has a diagnosis of FEP?  
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 Has their relationship been impacted by FEP? If so, how has their relationship been 
impacted?  How would they describe this impact?  
 How have siblings coped with this impact to their sibling relationship?  
 
2.9.4. Implications of the Present Study 
 This research study will contribute to the limited research on siblings’ experiences of 
FEP. 
 Specifically, this research will contribute to the dearth of research on siblings’ 
experiences of their relationship with their brother and/or sister following FEP. 
 Researching the sibling relationship will contribute to the existing literature on 
potential protective factors for FEP.  
 It will help inform services on the experience and needs of siblings. 


















Chapter 3: Methodology  
 
3.1. Chapter Introduction 
The rationale for a qualitative approach to this study is briefly described and Interpretative 
Phenomenological Analysis (IPA) is discussed. The procedure of the study is also outlined 
and ethical considerations are highlighted in addition to steps taken in data analysis and in 
ensuring quality and validity in IPA.  
 
3.2. Rationale for Qualitative Methodology 
Qualitative methodology is recognised for its emphasis on processes and meanings that are 
not measured in terms of quantity, frequency, or intensity, and provides in-depth accounts of 
participants’ experiences (Silverman 2010). Within qualitative research methods, exploratory 
methods of scientific enquiry are primarily employed when little is known about a particular 
topic or phenomenon thus generating new hypotheses and theories. In contrast, within a 
quantitative research paradigm, a confirmatory scientific method is followed whereby 
hypotheses are stated and tested for their support by collection of empirical data. Qualitative 
methods are increasingly being employed by Clinical Psychologists which is testament to the 
value and meaning of non-numerical data collection and analysis within the field (Willott and 
Larkin 2012).  
As this present study is exploratory in nature in that it seeks to understand how siblings make 
sense of their experiences of having a sibling with FEP, and as no prior research has been 
conducted in this area, an exploratory qualitative approach was deemed suitable. An 
Interpretative Phenomenological Analysis (IPA) approach was chosen as when conducting an 
IPA study a researcher endeavours to understand in detail, how a participant makes sense of a 
major experience from their own perspective.   
 
3.3. Interpretative Phenomenological Analysis (IPA) 
IPA is a rapidly growing qualitative research approach which originated in psychology. It is 
informed by concepts from three key areas of the philosophy of knowledge: phenomenology, 
hermeneutics and idiography (Smith et al 2009b). Phenomenology is the study of experience 
and what the experience of being human is like.  Husserl, a phenomenological philosopher 
believed that phenomenology involved stepping out of our natural attitude in our everyday 
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experience and adopting a phenomenological attitude which involves a reflexive, conscious 
attempt to pay attention to the taken-for-granted everyday experience (Smith et al 2009b). He 
referred to ‘bracketing’ as a way of putting aside the taken-for-granted experience so as to 
concentrate consciously on our perceptions of that experience. Whereas Husserl’s work 
emphasised perception, awareness and consciousness of an experience, Heidegger, also a 
phenomenological philosopher, was concerned with the question of the existence of self itself 
and the practical activities and relationships which we are involved in, how the world appears 
to us and how meaning is sought (Smith et al 2009b). Phenomenological Philosopher 
Merleua-Ponty, was concerned with the embodied nature of human being’s relationships to 
the world, and how as humans we see ourselves as different to everything else in the world. 
The fourth influencing phenomenological philosopher Sartre, was concerned with the 
developmental, processual aspect of human beings. He believed that the self is not a pre-
existing unit but rather we are always in the process of ‘becoming’ ourselves. Satre 
developed the point that we are better able to conceive of our experience as dependent on the 
presence and absence of our relationships to others. Heidegger, Merleau-Ponty and Sarte each 
contributed views which evolved from the descriptive phenomenological interests of Husserl 
into a more interpretative, perspective view of our personal involvement in and relationship 
to the world (Smith et al 2009b).  
 
IPA is concerned with attempting to understand people’s relationships to the world and thus 
is interpretative. Hermeneutics is the theory of interpretation and evolved as an attempt to 
understand a wide range of historical texts. Schleiermacher believed interpretation involved 
both grammatical (exact and objective textual meaning) and psychological interpretation (the 
individuality of the author). He believed that the interpretative process is to understand the 
writer as well as the text thus the interpretative analyst is in a position to offer a perspective 
on the text which the author is not (Smith et al 2009b). Heidegger proposed the idea that 
phenomenology is made up of what is shown and what appears. He believed that 
phenomenology has visible meanings for us and also hidden meanings (Smith et al 2009b).  
Gadamer’s views echoed Heidegger’s in relation to the fore structure (what is shown) and the 
new object (what appears). Gadamer believed the phenomenon influences the interpretation 
which in turn can influence the fore structure which can then influence the interpretation 
(Smith et al 2009b) The aim is to allow the new structure to appear and that one’s 
preconceptions can hinder this process however is inevitably present. Hermeneutics offers 
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important insights for IPA as IPA is concerned with exploring how a phenomenon appears 
and makes sense of this appearance (Smith et al 2009b).  
 
Idiography is concerned with the perspective of particular individuals in a particular context 
(Smith et al 2009b). IPA is committed to the particular in the sense of detail and depth of 
analysis and also to understand how particular experiential phenomenon has been understood 
from an individual’s perspective. Consequently IPA utilises a small, purposively selected 
sample. Idiography also refers to the commitment to the single case or to a process which 
involves moving towards more general claims (Smith et al 2009b).  
 
IPA is phenomenological in that it is concerned with understanding in detail, a personal lived 
experience/how participants perceive and make sense of their experience. IPA also aims to 
engage with the reflections people make following the significance of something major they 
have experienced (Smith et al 2009). It is also interpretative in approach thus is informed by 
hermeneutics; the theory of interpretation (Smith et al 2009b). The IPA researcher is engaged 
in a double hermeneutic in that the researcher is trying to make sense of the participant trying 
to make sense of their experience (Smith et al 2009b). It is idiographic in approach and 
explores an individual’s relatedness to, or involvement in a particular event or process (Smith 
et al 2009b). Studies employing IPA “focus on specific individuals as they deal with specific 
situations or events in their lives” (Larkin et al 2006, p. 103) and start with a detailed 
examination of each case before moving towards more general claims. IPA also aims to 
recruit a reasonably homogeneous group so that similarities and differences can be examined 
in some detail. IPA was deemed a suitable approach for this present study due to the studies 
intentions to explore and understand, in detail, siblings’ lived experiences of their relationship 
with their sibling following FEP.  
 
3.4. Participant Recruitment 
A purposive sampling method was chosen for this present study in order to ensure the 
idiographic nature of IPA. Seven siblings (three male, four female; mean age 42.2 years, age 
range 19-61 years old) participated in this study. Participants were recruited through Detect 
(Dublin East Treatment and Early Care Team); Ireland’s first model of specialist early 
intervention services for FEP. Detect was established in 2005 and is funded by the Health 
Service Executive (HSE) and the Hospitaller Order of St. John of God. Detect is located in 
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Dublin Mid-Leinster region and provides a service for individuals aged 18-65 experiencing 
FEP and their families living in a defined catchment area. Detect also receives referrals from 
a private in-patient psychiatric facility in this catchment area which receives referrals both 
locally and nationally.  
Reid et al (2005) highlight how IPA challenges the traditional relationship between a study’s 
number of participants and the quality of the research. Smith et al (2009b) claim that sample 
size in IPA depends on the richness of detail derived from participants, the organisational 
constraints the researcher is operating under and the commitment of the researcher to the case 
study level of analysis and reporting. IPA is concerned with the detailed account of individual 
experience thus emphasis is on quality rather than quantity. Also, the detailed case-by-case 
analysis of each transcript is time consuming, thus detailing the perceptions and 
understandings of participants as opposed to making general claims is the aim (Smith and 
Osborn 2008).  Given the complexity of human phenomenon Smith et al (2009b) highlights 
how “IPA studies usually benefit from a concentrated focus on a small number of cases” and 
identifies four to ten interviews for professional doctorate IPA studies as being the norm.  
Following a verbal presentation of the study’s rationale and aims to the Detect team, 
inclusion and exclusion criteria for potential participants were identified. Inclusion criteria for 
participants were deemed as follows.  
Participants were included if they: 
 had a sibling who was currently attending or who had received a diagnosis of FEP in 
Detect within the last three years,  
 were18 years or older,  
 were fluent in English, 
 had the capacity to provide consent 
 
Participants were excluded if they: 
 were currently experiencing mental health difficulties  
 
For the purposes of clarity, siblings who attended Detect for FEP are referred to as ‘patients’ 
and their siblings who participated in this study are referred to as ‘participants’. Patient 
consent was first sought in order to obtain permission to contact their sibling(s) regarding 
participation in this study. Suitable patients with a diagnosis of FEP who attended Detect 
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within the past three years were identified and approached by Detect members of staff. 
Patients were provided with a detailed ‘Letter of Information for Patients’ (see Appendix I) 
and written consent was sought via a ‘Consent Form and Contract for Participation in 
Research’ (see Appendix II). A ‘Letter of Information for Participants’ (see Appendix III) 
inviting the participant to take part in the study was provided to consenting patients to pass on 
to their siblings.  
 
Initially, participants were requested to contact the researcher if they wished to participate in 
the study. However, due to a poor response rate, participant’s contact details were also sought 
from consenting patients and contact was made by members of staff in Detect whose role 
involved contact with family members, and permission was sought for the researcher to invite 
them to participate in the study. Ethical approval was sought and granted for this procedural 
modification to sibling recruitment.  
 
3.5. Procedure 
Following invitation for the participant to take part in the research study, initial consent via 
the telephone or written consent via email was sought and a day and time was agreed for the 
participant to take part in a semi-structured interview with the researcher in Detect. Prior to 
the commencement of interviews, a ‘Letter of Information for Participants’ (Appendix III) 
was issued to participants and written consent was sought via a ‘Consent Form for Sibling 
Participation in Research’ (See Appendix IV). Basic demographic information was obtained 
from participants and an opportunity for participants to ask any questions was provided. 
Interviews lasted 40 minutes to 1 hour and 10 minutes in duration. The interview was audio-
recorded via a digital recording device.  
A short interview schedule (see Appendix V) guided the interview as recommended by 
Hefferon and Gil-Rodriguez (2011). This interview schedule consisted of broad general 
questions so that each participant set the parameters of the topic and so that the researcher did 
not impose their understanding of the phenomenon on the participant’s narrative (Smith et al 
2009b).  Examples of the interview questions are as follows:  
 
• Tell me about your relationship with your brother/sister? 
• Tell me about when your sister/brother started to experience psychosis? 
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• Describe your relationship since the onset of FEP?  
 
Questions were reviewed following the initial interview and any relevant, appropriate 
adjustments were made. Reflective notes containing content and process information which 
were considered relevant were made by the researcher immediately following each interview. 
Interviews were transcribed verbatim by the researcher following each interview. A sample 
transcript was reviewed by the researcher’s academic supervisor to ensure the richness of 
data yielded.  
  
3.6. Ethical Considerations  
Ethical approval for this study was sought and subsequently obtained from both the 
University of Limerick Education and Health Sciences (EHS) Research Ethics (See Appendix 
VI) and St. John of God Hospitaller Services Provincial Ethics Committee (See Appendix 
VII), prior to the commencement of the study.  
Transcribed data and audio recordings were safely stored on an encrypted USB key and all 
audio recorded interviews were deleted once transcriptions were completed. Transcripts will 
be stored in a locked filling cabinet in a designated office in the University of Limerick for 
eight years in accordance with the University’s standard period for storage of data. 
Transcribed data is not identifiable by name however a unique code for each transcription 
was allocated and the key for this code is stored on a separate encrypted USB key. This 
unique code was allocated so that data could be identified should a participant wish to 
withdraw their responses at a later date.  
Other ethical issues were addressed as follows: 
 Written consent was obtained from each patient and participant prior to sibling 
participation in the interview.  
 Patient consent included consent for the researcher to disclose any information 
disclosed by the participating sibling which indicated the patient was at risk of harm 
to self or others, to the patient’s clinical team.  
 Participant’s consent included consent for their interview to be audio recorded.  
 Patients and participants were provided with information on the study which advised 
on the study’s aims, objectives and rationale of the study, potential risks and benefits 
of the sibling taking part and what would be required of them. The information sheet 
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highlighted that participation was voluntary and that participants could withdraw from 
the study at any time.  
 Possible risks of partaking in the study included the potential for the participating 
sibling to become distressed whilst reflecting and speaking about their relationship 
with their sibling. Steps were taken to support participants should this have occurred 
through the provision of a debriefing sheet to participants following completion of the 
interview. This debriefing sheet outlined relevant support services such as SHINE and 
Samaritans and their contact details (See Appendix VIII). Also, participants were 
advised to contact their GP if they felt in need of further support. Plans were in place 
whereby if a participant became distressed, the researcher would offer to contact their 
GP, and stay with them until they stated that, and were visibly seen not to be 
distressed and safe to leave. Also, steps were in place to phone distressed participants 
two days after their interview and for them to be reminded to contact their GP should 
they continue to be distressed.  
 Details of data collection, data analysis and data storage were also outlined to 
participants.  
 Although participants were not given the opportunity to amend transcripts, 
participants were made aware that they could withdraw segments or withdraw all their 
contributions from the study at any time.  




3.7. Reflections and Researcher’s Position  
Whilst being fortunate enough to gain experience as a Psychologist in clinical training on an 
early intervention programme for early psychosis during my adult mental health placement, I 
was struck by the limited resources available to families of those with FEP. Having a close 
relationship with my own sibling and a burgeoning interest in the area of FEP, I became 
interested in how FEP could have an impact on the sibling relationship. Upon reflection, the 
value I place on my relationship with my sibling may have contributed to my assumption that 
FEP would have a negative impact on a sibling relationship. This was noted and reflected 
upon throughout data collection.  
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As a novice in conducting qualitative research and having no prior experience in 
implementing IPA, my initial feelings of apprehension for pursuing this research were also 
acknowledged and reviewed throughout the study’s process.  I subsequently attended IPA 
workshops and joined IPA groups online in order to build my knowledge and expertise in this 
area. Reflecting on my position as a Psychologist in clinical training, I recognised and 
embraced the unique position I had in terms of already acquiring skills in ‘probing’ clients 
through therapeutic work and noticing important, informative cues from clients. These skills 
were of particular benefit when carrying out IPA interviews.  
 
3.8. Analysis and Data Management 
Following transcription of each interview, the following strategies which characterise IPA 
were performed on the transcripts by the researcher (Smith et al 2009b):  
1. Reading and Re-reading the Text 
As well as listening back to the audio recording once more following transcription and 
reading and re-reading the text from each interview several times, the researcher recorded 
some of her reflections and observations from the interview experience.  
2. Initial Noting 
A comprehensive and detailed set of notes and comments was then made on the data. Notes 
comprised of descriptive comments which had a clear phenomenological focus and stayed 
close to the participant’s explicit meaning. Key words and phrases were highlighted in colour 
such as descriptions, assumptions, sound bites, acronyms, emotional responses etc.  
Interpretative noting was made in order to help the researcher understand how and why the 
participant had their experiences. Comments were made on the similarities and differences, 
echoes and amplifications, and contradictions in what the participant said. Descriptive 
comments (describing content), linguistic comments (e.g. pronoun use, pauses, laughter, 
repetition tone etc.), conceptual comments (interpretative and interrogative coding) and 
deconstruction (strategies which allow detailed focus on the participant’s words and 
meaning) comprised this step. The researcher engaged in analytic dialogue with each line of 
the transcript, noting questions and answers to what words, phrases and sentences meant to 




3. Identifying and Developing Emergent Themes.  
This step involved working with the notes rather than with the transcriptions. Exploratory 
comments were analysed and emergent themes were identified. The focus of this step was on 
identifying crucial phrases within the text with the awareness that the whole text will 
influence the outcome. The themes reflected the participant’s original words and thoughts as 
well as the researcher’s interpretation thus the themes yielded a synergistic process of 
description and interpretation (Smith et al 2009b).  
4. Searching for Connection across Themes 
This step involved the researcher mapping which themes fit together. Some themes were 
discarded at this point. A structure of the emergent themes was drawn together in order to 
produce the most interesting and important aspects of the participant’s account. Specific ways 
of looking at these patterns involved abstraction (identifying patterns between emergent 
themes which are then grouped and labelled a ‘super-ordinate’ theme), subsumption (an 
emergent theme which develops into a super-ordinate label as it represents a series of related 
themes), numeration (the frequency with which a theme is supported in the text), and function 
(the interplay of meanings and specific functions of emergent themes).  
5. Moving to the Next Case  
This step involved repeating steps 1-4 with all the other transcripts. Care was taken to treat 
each case separately and to ‘bracket’ the ideas emerging from the first case so that each case 
was analysed individually. This is in line with the IPA idiographic commitment.  
6. Identifying Patterns across Cases 
Patterns and connections were then identified across cases which sometimes involved 
reconfiguring and relabelling themes. It involved identifying ways in which participants 
represented unique idiosyncratic examples of their experience but also shared common 
qualities. The final results then formed individual themes and super-ordinate themes. See 
Appendix IX for example of transcript and initial notes and Appendix X for example of codes 








3.9. Quality in Qualitative Research 
 
Assessing Validity and Quality within an IPA Framework 
Yardley (2000, cited in Smith et al 2009b) describes four broad principles for assessing the 
quality of qualitative research. The four principles are described below with reference to how 
they were adhered to in the present study. 
Sensitivity to Context  
From the outset of the research, sensitivity to context was demonstrated by establishing 
access to Ireland’s pilot model of early intervention service (Detect) and employing a 
purposive sample of siblings of individuals who received a diagnosis of FEP in Detect over 
the past three years. Ongoing rapport building with Detect staff members was central to the 
viability of this project. Sensitivity to context was also applied throughout the research 
interviews, for example, empathy was shown by the researcher when participants spoke of 
sensitive topics and attempts were made to put the participants at ease by providing 
refreshments for each participant. In addition, steps were in place whereby the interview 
process was paused or offered to be stopped if participants became upset.    
Commitment and Rigour  
The researcher demonstrated her commitment to IPA through attending IPA workshops and 
joining online IPA workshops to ensure sufficient knowledge and skill to conduct this 
research and also by attempting to conduct a good, in-depth interview and attending closely 
to what the participant was saying throughout the interview process. Clarification was sought 
when necessary and participants were asked if they had any information to add following the 
researchers questions being asked. Rigour was demonstrated through, for example, the 
selection of the reasonably homogeneous sample to match the research questions through 
recruiting from Detect and through probing and ‘digging deeper’ when necessary during 
interviews with participants.  
Transparency and Coherence 
This principle is demonstrated through the consistent completion of this study in accordance 
with the principles of IPA. It is also demonstrated through the clearly written outline of each 
stage of the research process in this thesis, for example detailed information on participant 
selection, the interview process and steps used in IPA analysis.  
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Impact and Importance  
The researcher aims and aspires to inform its readers of interesting and important information 
on siblings’ experiences of their relationship with their brother or sister following FEP so as 
































Chapter 4: Results  
4.1. Chapter Introduction  
This chapter will present Interpretative Phenomenological Analysis (IPA) results following 
interviews with seven adult siblings of individuals with First-Episode Psychosis (FEP). 
Participant real names have been replaced with the following pseudo names: ‘Barry’, John’, 
‘Maria’, ‘Stephanie’, ‘Ursula’, ‘Paul’ and ‘Jane’. Results revealed three super-ordinate 
themes which reflect the main research questions of the current study. All three super-
ordinate themes and their emergent themes are presented below in Table 4. An in-depth 
description of each of the three themes is then summarised and figurative representations of 
the themes are also provided at the end of each theme description.  
Table 3. Super-ordinate and emergent themes yielded by IPA.  
Super-Ordinate 
Theme:  
Reflecting on the 




Reconnect the Sibling 
Relationship  
 
The Existence of 
the Sibling 
Relationship 
within the Family 
System 
 






‘I’ became ‘We’ 






Role of the 
Participant   
Emergent Theme 3:  Making Sense of 
Emotional Reactions  
 
Contemplating the 
future for the Sibling 
Relationship 
Impact of Family 
on the Sibling 
Relationship 
 
4.2. Super-ordinate theme 1: Reflecting on the Change in the Sibling Relationship 
following FEP 
This super-ordinate theme ‘Reflecting on the Change in the Sibling Relationship Following 
FEP refers to the reflections participants made as they spoke about the change in their sibling 
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following FEP. All siblings engaged in attempts to identify potential external and internal 
causes and triggers for their sibling’s FEP. All participants either noticed physical or 
personality changes and all participants attempted to make sense of their sibling’s new 
identity. Several participants attributed these changes to medication rather than to FEP 
symptoms. Some participants directly commented on the impact of these changes on their 
relationship with their sibling.  In addition, all participants reflected and attempted to make 
sense of the emotional reactions they experienced following the change in their sibling.  This 
super-ordinate theme encapsulates three emergent themes: ‘The Search for Meaning’, ‘Who 
or Where is my Sibling?’ and ‘Making Sense of Emotional Reactions’.     
   
4.2.1. Emergent theme 1: The Search for Meaning  
Some participants expressed their difficulty believing their sibling had experienced a FEP. 
Some participants spoke of how they ‘couldn’t believe’ it or they ‘never would have 
imagined’ it happening. When Ursula’s brother experienced FEP, she had difficulty believing 
it as it ‘was him’ and due to him being a ‘super intelligent person’.  Ursula’s views suggest 
she assumes intelligence to be a protective factor for developing psychosis and perceived 
him, as a person, as being immune to psychosis. Ursula’s quote below indicates that she 
would have suspected every other explanation before she would have suspected her brother to 
have a mental health presentation.  
“The last thing I’d ever have suspected was for him to be mentally like 
unbalanced.”  
Ursula  
This indicated an almost untouchable feel to her view of him which is nicely portrayed in her 
later quote. 
“I think I had him on a bit of a pedestal a little now looking back....he’s kind of 
someone who has an air of like, he’s just invincible.”    
Ursula  
Paul, in particular, expressed his difficulty in understanding that his brother had psychosis by 
voicing his disbelief seven separate times throughout the interview. One such statement 
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below succinctly illustrates his thoughts. It is indicated that Paul assumes personality factors, 
such as an outgoing personality to be a protective factor for developing psychosis.  
“I couldn’t understand it, you know, unbelievable you know, for someone so 
outgoing.”   
Paul  
John spoke of his disbelief that his brother needed homeless accommodation following FEP.  
His use of language, specifically his choice of wording, appears to emphasise his disbelief.  
“I never thought me brother would be ringing me to try and get him into 
homeless accommodation, you know the idea of it was fucking mental.” 
John  
Interestingly, some participants spoke of their disbelief when their sibling started to recover 
from their FEP. This disbelief appeared to surround the short length of time it took for their 
siblings to recover. The following quote from Ursula illustrates the quickness of this ‘turn-
around’ through words such as “rollercoaster”. Also the words “completely” suggest the 
polarisation of extremes in her sibling’s presentation.  
“It was kind of hard to believe like it’s such a rollercoaster to have like, for 
him to go from completely you know, completely em deranged to in two days to 
just kind of going oh...... so I was kind of like I was almost reluc- you know, 
afraid to believe or I didn’t, found it difficult to believe so quickly.”  
          Ursula  
Jane also described her amazement and apparent delight following her brother showing signs 
of him returning back to himself.  
“And then he could, like I was amazed like he was back to himself like playing 
cards or whatever like it was, he was back to normal and I was like ah!”   
Jane  
Several participants spoke of their negative responses to the word ‘psychosis’ whereas some 
did not know what the word meant at the time their sibling was experiencing psychosis, or 
even following their sibling’s episode. One participant asked the interviewer what psychosis 
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meant following the interview. Several participants associated psychosis with media 
portrayals of the term with one participant particularly associating it with negative 
connotations portrayed in movies.  
“I knew something had changed but I’d never heard of psy- well I’d heard of 
psychosis but I didn’t really know – I knew it was like loss of touch with reality 
and stuff but I didn’t really know what it was yeah you kind of hear about it in 
the movies and things and you know popular culture and stuff but I didn’t 
really, psychotic like, I didn’t really know what that was, so I didn’t have a 
framework for what he was experiencing.” 
          Ursula  
“I dunno it sounds quite bad, really like, it sounds terrible if you don’t know 
what it is really, and like TV shows and stuff you see people that have 
psychotic episodes that go and kill a load of people so that was going around 
in my head like how bad it was.”  
Barry  
Ursula, in particular appeared to show difficulty in verbalising the word at times throughout 
the interview as she showed hesitancy in saying it on numerous occasions. At one point she 
referenced her dislike for saying it which confirmed the interviewer’s interpretation.  
“The idea that he had a psychosis, I think that is a very loaded word you 
know? Even just saying it feels like ugh god.” 
          Ursula   
All participants chose to reflect on their thoughts on why their sibling had such an 
experience. All participants could identify triggers and maintaining factors in their sibling’s 
life which may have resulted in the onset of a FEP. Some attributed it to external factors such 
as life circumstances, for example, family deaths, times of the year, stressful times, and /or 
drugs.  
“...he was doing his finals so he was very stressed and I suppose looking back 
obviously that was a contributing factor........with him it was maybe a little bit 
more extreme of leaving things to the last minute ...but then at the same time 
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feeling it has to be, can’t, average won’t do so that was putting himself under 
massive pressure.”  
   Ursula  
Other participants, for example, Maria, considered diagnostic labels to categorise their 
sibling’s experience. However, she also attempted to make sense of possible family 
circumstances which may have triggered her sibling to become psychotic.  
“We initially thought it was SAD [Seasonal Affective Disorder]when he went 
low and he would be 3-4 months like that... but then the time of mums death 
and funeral, that’s when things to me were the worst and it hasn’t been as bad 
as that since then.”  
          Maria 
John identified not one, but several environmental circumstances which could have 
contributed to his sibling developing FEP.  
“...like losing your...losing your work, a house, your wife, and the kids, I mean 
there’s not much more else he could have gone through eh in that period of 
time…and I’m saying that if I thought, if anything was to do with what 
happened him it would be losing what he had built up as being what life is all 
about you know and then over night, that loss.” 
John  
Although he had already identified possible triggers and demonstrated some knowledge of 
the individual differences in the development of psychosis, Paul asked the interviewer why 
she thought his sibling could have developed it. It appeared he was continuing to contemplate 
the various reasons why his sibling had developed FEP.  
“You don’t know how it happens do you?”     
Paul  
Stephanie demonstrated how her attempts to make sense of why her sibling had experienced 
psychosis started very early on when her brother first started to develop psychosis. This can 
be seen through the questions she voiced to herself at the time.  
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“Why does he think that? Why does he believe that people are chasing him? 
Looking for him? Why does he believe that that’s the case?”  
Stephanie  
Some participants attributed their sibling’s experience of FEP to factors outside their control. 
They attributed their sibling’s behaviour as being caused by their mental health disorder and 
that it formed who they were.   
“I just feel terrible for him, because it’s beyond his control. It’s not, I know 
he’s not doing it on purpose, it’s not like he’s intentionally trying to upset 
people or you know make things difficult I know that. I think it’s a feature of 
what he has.....this disorder is causing his behaviour.”  
Maria 
Ursula, in particular, appeared to be attempting to make sense of her brother’s experience 
through retrospectively attempting to identify various potential triggers and maintaining 
factors. At times, these attempts involved voicing conflicting opinions as seen in her two 
quotes below.  
“...I certainly thought, I definitely was really putting it down to sleep 
deprivation.”  
Ursula  
“You couldn’t say it was completely from lack of sleep, because people like, 
normal people, you know saying that quote unquote normal people, em, don’t 
do that to themselves you know what I mean, you don’t just, I don’t want to 
sleep anymore, you understand that you need to sleep.”  
          Ursula  
It appears that at the time of the episode she was very certain about sleep being the reason for 
her brother’s onset of psychosis however during the interview it appeared that she was 
questioning this viewpoint. As Ursula’s sibling was in the very early stages of recovery it is 
hypothesised that she was at the very early stages of attempting to figure out why this had 
happened to her brother.  
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One of Ursula’s attempts to understand the development of psychosis involved debating 
whether cannabis played a contributing role. Although she acknowledges it having a 
contributory role, she also raises a question of whether it is more a coping strategy rather than 
a precipitator.  
“I fully acknowledge that it (cannabis) played a part but on the other hand or 
you know I certainly think it’s ... it’s kind of convenient sometimes to put it on 
external factors as well you know, you, and it’s kind of hard to know do you 
become psychotic because you smoke weed or do you smoke weed because you 
are someone who is highly strung and more likely to develop psychosis and 
therefore you smoke weed in order to calm down and it’s kind of hard to 
unpick really.”  
          Ursula  
Jane conveyed how in her opinion, she doesn’t think a causal explanation will be found. The 
interviewer wondered about her level of knowledge and whether she could benefit from 
information sharing on the causal role of psychosis.  
“I don’t think, I don’t know how, I don’t think you can ever find the problem 
like, the root of the problem, I don’t know if it’s a mental thing or whatever.”  
Jane  
 
4.2.2 Emergent theme 2: Who and Where is my Sibling? 
All participants noted physical or personality changes in their siblings. Some participants 
attributed these physical and personality changes to the medication they were on as opposed 
to psychosis per se. Barry described changes in his sibling, for example, he reported that she 
no longer smiled and laughed, and she experienced weight gain and changes in her sleep 
pattern.  
“She gained weight as well, which she used to be slim as a twig eh she used to 
be very athletic em but until I went to the classes I thought that was, I didn’t 
really know that was the medication, I suppose to the psychosis and then I 
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found out that it’s the medication.”      
         Barry  
Barry also struggled to understand his sister’s new identity which she developed whilst she 
was experiencing FEP. Barry reflected on a time when he had collected her from the airport 
and he found it difficult to embrace her as he felt like she wasn’t his sister. It appeared that he 
felt like he was hugging someone he didn’t know. He also attributed this to the medication.
  
“I had been travelling so I hadn’t seen them for months, then when I saw my 
sister and she just seemed like her pupils were huge, just seemed out of it so it 
was like I wasn’t picking up my sister from the airport, so it was like hard to 
give her a hug...But I don’t know if, it didn’t feel like I was hugging [her] 
cause she was so out of it, I think.”       
Barry 
Furthermore, Barry described his sister as being physically present and moving, however it 
appears that she did not display human mannerisms or positive facial expressions which she 
once had.  
“She was getting out of bed and all that, I dunno, she was not laughing and 
smiling, she was just there pretty much.” 
Barry  
The below phrase which was used by Barry to describe the atmosphere in his home during 
the Christmas she was unwell portrays how it seemed a different life form had replaced his 
sister. Barry also described how it appeared that his parents were walking on eggshells during 
this time, which could be interpreted as the reason why his family were not talking much, for 
fear of triggering this obvious, new, larger creature his sister had almost metaphorically 
become.  
  “There was almost like, an elephant in the room.”       
Barry  
Most participants discussed personality changes in their sibling following FEP. This was 
directly verbalised by John when he highlighted how even negative aspects of their 
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relationship no longer existed. There was a sense of loss when John spoke about this change, 
as a dynamic they shared no longer served to exist.  
“You see your brother have a completely different personality than he would 
have before, the, what I meant to say was getting to the point where even the 
difficult aspects of your relationships previously would have been having rows 
and arguments and being hot headed, the pair of us, or whatever with each 
other, now that’s not really an issue because you don’t expect to have an 
argument now.”         
         John 
John directly stated that his relationship with his brother had changed completely. It is 
hypothesised that this change in their relationship was as a consequence of his brother’s 
change in personality.  
“It’s a change in my relationship with my brother completely.”  
John  
Some participants described differences in their sibling’s physical appearance following FEP. 
Ursula described a change in her brother’s gait and body posture which she attributed to the 
medication. Ursula reflected on the meaning of this whilst partaking in the interview and 
associated his physical presentation with that of someone who was mentally ill.  
“His whole kind of body language seemed like, the way he walked was quite 
different now maybe it was the medication he was on or something but he 
seemed kind of stooped...I never thought about this before but, that, like 
somebody who’s like you know mentally ill that they just have a different kind 
of body language or something.”  
Ursula  
It seemed that Ursula had difficulty coming to terms with the fact that her brother presented 




“I was thinking gosh you know what, you know it’s awful to think of him being 
there and he doesn’t belong there and then when I saw him...I sort of thought 
you know he kind of does belong there.”  
Ursula  
John also described physical changes in his brother which was also observed by other people 
they knew. John appeared to become quite defensive or protective of his brother when he 
spoke about others not perceiving them to still look alike which is evidenced by his choice of 
words about how they still ‘blatantly look alike’. His contradiction from stating that his 
brother would no longer be recognisable as himself to stating that they continue to look alike 
indicates that he may not be ready to accept that they no longer share that physical 
resemblance and no longer have a unique ‘connection’ to each other.  
“I’d imagine people that would have known him years ago and they bump into 
him wouldn’t even recognise him do you know what I mean? ....eh and people 
have said to me jeez I didn’t even recognise him or people say to me jeez he’s 
nothing like, nothing alike you know and like, we blatantly do.”  
          John 
Some participants spoke about their sibling in the past tense as if the sibling they once knew 
no longer existed. This was noticed by Maria during the interview.  
“He was always a lovely brother you know, I’m talking about him almost like 
he’s in the past tense.” 
          Maria  
All participants attempted to make sense of who their sibling was during and following FEP. 
Jane, for instance described how all the different interests that her brother had had prior to 
FEP disappeared following his onset of FEP.  
“He used to love Lord of the Rings and all that, that’s all finished [pause] all of 





Jane’s action of slapping her hands may highlight the abruptness of his interests disappearing. 
It also could be interpreted as indicating frustrations she possibly felt as a consequence to that 
happening. Jane spoke animatedly when uttering the words ‘he used to love Lord of the 
Rings’, however when saying ‘that’s all finished’ her tone reduced in volume and she paused. 
This may indicate her initial enthusiasm for his interests and who he was before FEP but then 
her sense of loss and emptiness when his interests all went away. 
Jane directly stated that she no longer has a relationship with her brother. However, at the 
start of her quote below it is interesting that she stated that their relationship would be close 
enough, almost forgetting, or perhaps choosing to forget that he had changed.  
“Like our relationship would be, it would be close enough, it was close 
enough, now it’s obviously nothing like there’s no relationship anymore, 
wouldn’t be, I can’t talk to him like.” 
          Jane 
John reflected on how when his brother was psychotic he felt he didn’t know his brother at 
all. The statement “he’d gone from someone who’s your brother” suggested an inherent 
understanding of him always being his brother but then he became someone he didn’t know 
at all. His choice of wording, for example, “jesus” appears to emphasise his astonishment 
when he suddenly no longer knew what his brother was thinking.  
“For a time you didn’t know him whatsoever you know, so he’d gone from 
someone whose your brother to someone that feels like jesus I don’t know 
what’s going on in his head whatsoever eh I just don’t know the person at all.” 
John 
Ursula reflected on the thoughts she had when her brother was experiencing FEP. Ursula’s 
thoughts indicate that she felt that psychosis had resulted in her brother as she knew him, 
disappearing, and that she did not know how long for.  
“This is serious and it’s very frightening because you’re sort of thinking where 




Ursula continued to reflect on this point and elaborated as she attempted to make sense of 
what she thought. She acknowledged other people’s opinions that he was no longer himself, 
however felt that it was him, just a distorted version. It appeared like she was attempting to 
hold on to him.  
“...people say things like it’s not him, it’s not himself and I, I just didn’t really, 
I didn’t see it that way, because it was him you know ....you like it was just a 
kind of a very distorted version of him rather than not him you know.” 
          Ursula 
Ursula attempted to make sense of her relationship with her brother and came to the 
conclusion that it was both the same and different.  
“...it was him and he knew me the sa- the relationship obviously was different 
and yet it was the same...” 
Ursula  
In an interesting quote, Jane described how her brother appears ‘better’ when he moves, 
which could indicate that when he moves he appears more in existence where as when he 
stays in one spot he doesn’t.  
“See its better when people are around the house cause he kind of moves 
around more...whereas when it was just me and him it’s just back, it’s even 
worse like, he just lies in bed all day or lies down.”  
          Jane 
Some siblings contemplated the future, and whether their sibling, as they knew them would 
come back. This is nicely illustrated by Paul below who voiced this question in the interview. 
It appears that Paul is left waiting on his brother’s possible return.  
“Will he ever come, be the fella he was before he got sick like, you know” 
Paul  
Timing of their siblings return was also of consideration to some participants. John 
represented himself and his family with the below quote. It appears they view his current 
presentation as the ‘worst’ parts of his personality.  
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“Obviously we would all like to see him returning to the better parts of his 
personality as quickly as possible.”  
          John 
However, John also wondered if it was a positive thing if his sibling did not return to the way 
he once was. It seems although he would rather him return to the way he once was, there 
were elements of him that would be better if they didn’t return.  
“Maybe he’ll never return to the way he was before but maybe that’s a good 
thing.”  
John  
There was also thought processes evident whereby John questioned whether his brother 
would want to return to the way he once was. It appears that psychosis seemingly resulted in 
negative changes for affected siblings, from the participant’s perspective, though may also 
result in some positive changes from both the participant, and possibly the sibling’s 
perspective.  
“He was a hugely confident person I would have thought at one stage, you 
know whether he even wants to return to that way I’m not too sure.”   
John 
 
4.2.3. Emergent theme 3: Making Sense of Emotional Reactions  
All participants reflected on emotions they experienced and the understanding they attached 
to them in response to their sibling experiencing FEP. All participants described at least one 
emotion from a wide range of emotions: fear, worry, neglect, sadness, guilt, shock, 
frustration/anger and love. One participant portrayed a more light hearted view to her 
brother’s experience.  
Some participants experienced their sibling’s experience of FEP as scary and frightening. 
Barry had been travelling when his sister experienced FEP and so he did not see her until he 
returned home. Barry described experiencing a big fright when he noticed the size of his 
sister’s pupils as a consequence of taking medication for her flight home. Barry also felt 
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scared when at first he heard his sister was missing and he had no idea where she was or what 
was happening to her. Barry’s triggers for his fear appeared to revolve around her well-being 
and safety indicating a protective stance.  
“I got a big fright when she came home and went to collect her at the airport 
and her pupils were massive so I knew she was obviously on some heavy stuff 
for the flight home, I think that gave me a big fright [pause] em and then I 
think that was the main part of the scare cause I didn’t know she was safe, but 
then once I found out she was safe that was it eh I wasn’t as scared anyway.” 
Barry  
Another example of the scare and fright participants experienced is demonstrated by Ursula 
below. Ursula was very frightening when she realised the seriousness of the situation. It 
frightened her when she realised that solutions they applied weren’t effective in stopping her 
brother’s episode and when it dawned on her that he was in a psychiatric ward. There is a 
sense of her hesitation in even uttering the words when speaking of him being in the 
psychiatric ward which may indicate her reluctance to accept this.   
“When I realised it was very serious you know I was kind of like okay sleeping 
tablets are not working, you know he’s, he’s actually in a psychiatric ward in – 
you know what I mean, this is serious and it’s very frightening.”  
Ursula   
The majority of participants felt worried when their sibling experienced FEP and some 
continue to worry about the future for their sibling. Many participants worried that they might 
trigger their sibling into having another episode of psychosis. This is illustrated by Stephanie 
below. It appeared that Stephanie was reluctant to verbalise what she was trying to say, which 
could be interpreted as her fear of it happening if she even says it. Her fear of being 
responsible for another episode was quite clear.  
“I’m very careful around him, I don’t want to set him off by saying something, 
the least little thing could potentially I think, I mean I don’t know I’m not an 




Several participants worried about what their sibling could potentially do next. They feared a 
risk of their sibling acting in an unpredictable way which could result in a self-injury or 
someone else becoming harmed. Some participants worried about their sibling engaging in 
deliberate self-harm or suicide. Some participants expressed confidence in their sibling not 
being inclined to attempt suicide, however John, for example, at the same time held 
reservation about what a suicidal person was.  
“…not that I ever would have thought he was a suicidal kinda person 
obviously eh but then again what is a suicidal person d’ya know?” 
          John  
Stephanie expressed worry about the future. Stephanie worried about the future for her 
brother when her father dies as he will be on his own. It is suggested that Stephanie may 
assume that being alone may be a risk factor for her brother developing psychosis.  
“I worry about what will happen when dad dies cause he will be on his own 
then.”   
Stephanie 
Several younger participants described feeling neglected as a result of their parents focusing 
their attention on their sibling. This can be seen from both Jane and Barry’s quotes below.  
“When my brother was in [hospital] like I’d be going home from school, there 
would be no one home and it was like, I know obviously they were putting their 
attention on my brother but like, it was kind of like, I felt neglected for a while 
[laughs], I was kinda like, like ah, I know obviously, obviously I was 
concerned for him but I was like ah, no food or anything and I was [made a 
face] yeah, I was kinda like ah, [laughs].”      
Jane  
Jane spoke of how she understood why this was so, however she couldn’t ignore the fact that 
household routines had changed and that she was left to look after herself at times. It is 
questioned whether this may have contributed to possible sibling rivalry on her part and 
whether it informed some of the frustration that she felt towards her brother, as mentioned 
55 
 
later. It appeared like Jane was trying to minimise how she felt by laughing. Perhaps she was 
feeling bad about her own feelings of neglect. 
Barry hints more towards sibling rivalry in his quote below when he uses the words ‘why 
aren’t you mollycoddling me?’. It appears that he may feel some sibling jealousy in relation 
to his sister still being protected by his parents when he clearly feels that she no longer needs 
this.  
“I wouldn’t say they are walking on eggshells anymore buy they do kinda still 
mollycoddle her if you know what I mean... and I do say it to them, I don’t 
think I say it, why aren’t you mollycoddling me? I kind of feel like she seems 
okay now she doesn’t need to be.”  
Barry  
The majority of siblings experienced sadness or upset as a consequence of their sibling 
developing FEP. Both Stephanie and Paul spoke of the experience being ‘horrendous’ and 
‘terrible’, retrospectively. Stephanie emphasised this point below with the number of times 
she used the adjective ‘horrendous’ to describe it.  
“Horrendous, it’s all horrendous, it’s all horrendous. So horrendous is the 
answer, yeah horrible, devastating”.    
Stephanie  
Paul also emphasised how terrible it was several times throughout the interview and how he 
found it very upsetting.  
“...terrible, terrible, eh it was a terrible experience.” 
“Ah it was a bit hard you know, very upsetting.” 
Paul 
Ursula likened her upset to grieving when her brother became psychotic as she felt like she 
had lost him. It is hypothesised that the upset she describes is perhaps similar to that which is 
felt when a sibling has passed away, or a version of it at the least.  
“You’re sort of practically grieving because you’re kind of thinking you know, 




Some participants appeared to show some guilt in response to not being around when their 
sibling first started to develop psychosis. For example, John comments on how anything 
could have happened and he and his family were not aware. Although it was not directly 
mentioned, it is inferred from his statement below that John may have felt guilty because of 
this.   
“For all I knew he could have been 20,000 in debt with someone putting a gun 
to his head and we weren’t around you know?”        
John  
Jane engaged in reflections on how things may have been different for her brother if she had 
had a close relationship with her sister, or if her brother had a close relationship with his 
sister. Again, although not otherwise stated, it is hypothesised that Jane may have felt some 
guilt or responsibility towards her brother developing psychosis.  
“...maybe if we were all really close........if the three of us were closer would it 
have helped or would it have not like I always wonder, I always wonder like if 
I was close to my sister and my brother like what kind of relationship would we 
have helped him even more when he was going through that period”  
Jane 
Several participants spoke of the shock they experienced when their sibling became psychotic 
and also when their sibling was receiving treatment. For example, John spoke of the shock he 
experienced when he realised his brother who, at one time had many people he could call on, 
then seemingly had no one, or at least no one that he wanted to call on to stay with. It appears 
that the perception he had of his brother suddenly changed which resulted in him feeling this 
shock.  
“The fact that [he] hadn’t got even anyone to call on to stay there or even that 
he would want to have done was quite the shock you know”.   
John   
Jane also experienced shock. However, for her it was in relation to the environment in which 
her brother was receiving treatment. She spoke of how after visiting him in the inpatient unit, 
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she chose not to see him there again due to how uncomfortable she was and how much she 
disliked being around other people who were also in distress.  
“Like I went in and it was just I was kind of like a bit shocked like obviously 
other people there were like, kind of going through the same thing, I was kind 
of a bit you know uncomfortable.”  
Jane 
Some participants experienced frustration and anger as a result of their sibling experiencing 
FEP. Stephanie felt frustrated with not being able to solve her sibling’s problem. Stephanie 
spoke of how she is solution driven and approaches problems from a proactive viewpoint of 
solving them. Her brother’s experience of psychosis confused her and so she became 
frustrated as she could not solve it for him. It is inferred that her brother’s problem was 
beyond her level of expertise which frustrated her. The interviewer was left contemplating on 
the lack of information Stephanie and her family received as indicated below.  
“Complete confusion, completely like, I suppose...it’s kind of, the kind of 
person I am, if there’s a problem solve it, this is a problem I can’t solve, so 
what can I  do? Get really frustrated because I can’t solve it?”    
“I would love to have had somebody to go to and ask how do we deal with this 
because we don’t know what to do so it was hard.”   
Stephanie  
Jane spoke of her anger towards her brother following his onset of FEP. She appeared to have 
reached her limits and spoke of how she could no longer support him. The emphasis she 
places on her anger and her annoyance is evident through her use of the word ‘really’.  
“I lose it with him cause like at this point I’m fed up of him like I just can’t do 
it anymore…I can’t like without, I can’t stay around him for a while without 
getting like really angry and getting really annoyed, I dunno it’s like your 
attitude is so immature.”    
Jane  
However, Jane did describe how this was not always the case and she did support him when 
he was first admitted. It is suggested that it is a considerable burden for Jane in that she 
58 
 
initially spent time tip-toeing around him to make him comfortable but is now fed up as 
mentioned above. It appears that her relationship with her brother has changed starkly as she 
described her relationship with him prior to him having psychosis as being an ‘easy-going 
relationship’, and ‘brother-sister like, casual’.    
“I think when he came out of hospital it was kind of you know, you’d be...not 
sympathetic, kind of nice-ish you know, you don’t want to be too mean to him 
or whatever and kind of keep your peace and make sure you’re not kind of like 
doing anything to annoy him or whatever, that kind of thing, like tip-toeing 
around him.”  
          Jane 
Ursula on the other hand described a somewhat opposing account of her experience. Ursula 
described some of the experiences her brother had and laughed at times in the interview when 
detailing them. She acknowledged her laughter and spoke of how her brother would share her 
view. She contradicted herself in that she stated that she didn’t think it was funny, however 
continued to say she did “sort of see a funny side to it”. It appears that to a degree, her 
experience was not as negative as other participants’ experiences.   
“He thought he was some kind of god or something [laughs] or prophet and 
that you know, nobody else here really understands [laugh] you know what I 
mean and I’m laughing about that, I don’t think, I mean he’d laugh about it as 
well, you know what I mean I don’t think it’s funny or anything but there is sort 
of a funny side to it.”     
Ursula  
Ursula also spoke of how she has more love for her brother following his FEP. She spoke of 
how she had “recalibrated” her perspective and expectations of him as a result of seeing him 
differently but also as he is now acting differently, reflecting more, reaching out to people 
and listening.  
“…in a way I love him more because I kind of see that’s he’s vulnerable.”  




Figure 1. Super-ordinate theme 1 and its emergent themes.  
 
4.3. Super-ordinate theme 2: Struggling to Reconnect the Sibling Relationship  
This Super-ordinate theme ‘Struggling to Reconnect the Sibling Relationship’ represents the 
reflections participants made in relation to their struggle to reconnect and support the sibling 
relationship following FEP. The majority of siblings spoke of the different support strategies 
they utilised in their attempt to support their sibling and the various ways in which they coped 
following their sibling’s experience of FEP. Many of the participants engaged in reflections 
on how they would like their relationship with their sibling to progress in the future.   
This Super-ordinate theme encompassed three emergent themes: ‘Supporting their Sibling’, 
‘Participant’s Coping Strategies’ and ‘Contemplating the Future for the Sibling 
Relationship’.  
4.3.1. Emergent theme 1: Supporting their Sibling 
Some participants described talking to their sibling as a way of supporting them. Stephanie 
described how she talked to her brother as much as she could and Maria spoke of how she 
was careful not to attack her sibling and would speak to him in a diplomatic way. John 
described speaking to his sibling the same way he did before his sibling became unwell. John 
appeared very aware of his role as the younger brother and although it seemed like he wanted 
to protect his older brother, he recognised the effect that may have had on his older brother 
and opted for continuing to treat him like he did previous to his FEP.  
Reflecting on the Change 
in the Sibling Relationship 
following FEP  
The Search for 
Meaning 
Who or Where is my 
Sibling? 
Making Sense of 
Emotional Reactions  
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“I didn’t wanna make the situation worse by his younger brother coming in 
then having to sit down having a talk with him saying jeez is everything going 
to be alright but I’ll look after you et cetera et cetera, I thought that would 
have made it worse so I just carried on eh, the way we were before.”  
John  
Perhaps for similar reasons, John indicated that he avoids bringing up his sibling’s issues and 
only speaks about it if his sibling initiates it. It also seems that John recognised the difficult 
place his sibling was in and chose to meet his sibling where he was at and move at his pace in 
relation to discussing his difficulties.  
“You’d spend time with him you know, you wouldn’t talk about necessarily the 
issue like right in front of your face....well we do, a little bit like but only if he 
wants to talk, I never try to drag it out of him if that makes any sense.” 
John  
John described preparing before he meets up with his sibling. He described thinking about 
what his brother is thinking, as seen below. 
“I think about not what I would say exactly to him before I meet up but just 
think as, try think what he’s thinking in terms of asking him how he’s getting 
on in work and stuff and ask him normal things that you would usually ask him 
about.”    
John  
Although John infers that he treats his sibling as normal, it appears he is engaging in a 
process which seems almost awkward and one in which he did not appear to engage in prior 
to his sibling becoming unwell. There was an unnatural feel to this process and seemed in 
conflict to how his relationship with his brother was portrayed prior to FEP, for example, 
them being comfortable enough to engage in ‘fisticuffs’ in the front garden of their house and 
resolving it successfully with little effort ‘seeing it for what it was’.  
As well as talking, some participants described supporting their siblings through practical and 
emotional means. For example, John reported meeting his brother for coffee and Maria 
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described aiding her brother with household chores, attending recreational events with him 
and teaching him valuable interpersonal skills.  
“I’ve shown him how to cook a few things, I’ve encouraged him with his 
nutrition em, that kind of thing, go to the cinema every now and then, he met a 
girl he liked recently so I talked to him a little about that, you know, what to 
expect and what to do, and not to, just you know, talk to him and those kind of 
things.”   
Maria  
Maria also spoke of how she attempts to contain the situation and presents herself as 
encouraging and positive. It appeared that Maria works very hard at holding any negative 
emotions at bay in order to support her sibling and protect them from negative experiences. 
The interviewer couldn’t help but wonder how realistic it is for both the participant and the 
sibling to be living in such a contained environment where only positivity exists.  
“...trying to contain things and putting a happy face on things, be encouraging 
and be positive around him and all that and just trying to keep the negatives to 
a minimum.”   
Maria  
Ursula spoke of how she relied on informing herself through researching psychosis during the 
period that her brother was unwell. In fact, on four separate occasions in the interview she 
referred to how she researched psychosis. She researched medication, the different stages of 
psychosis, psychosis in general and how to speak to someone with psychosis.  
“I looked [lithium] up and researched it, I research all the different stages 
[laugh].”  
Ursula  
Some participants described feeling helpless in their efforts to find ways to support their 
sibling. John appeared to contemplate on variables that he could not control, for example, he 
considered how it would have been easier to communicate with his brother if he was younger 
or the same age as him. This suggests that he felt helpless in his efforts to communicate with 
his brother as he was the younger sibling.  
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“If I was the same age as him it would have been a lot easier I think to 
communicate than probably someone closer, siblings who would be closer to 
age or for example if I was older than him and the shoe was on the other foot I 
think it would have been a lot easier.”   
John  
Stephanie referred to how helpless she and her family felt on numerous occasions throughout 
the interview. In the below paragraph her helplessness is nicely illustrated.  
“I felt like we were putting a bandage on a cut after the cut had come do you 
know? I don’t know what I’m trying to say really it’s just that, we just didn’t 
know what to do simple as that, you know, we’re not medical professionals, we 
don’t know so.”    
Stephanie 
It could be interpreted from her first line that she and her family felt they may have stepped in 
to help at too late a stage. Stephanie felt that her and her family did not know enough to 
manage her brother’s episode, and it seems she presumes that medical professionals would 
know what to do.   
Stephanie mentioned that she had attended a family course facilitated by Detect, however her 
need for extra support is evident in her quote below. It appears that Stephanie did not feel 
adequately supported in her role as a sibling which also has implications for her brother’s 
care.  
“It would be lovely to have somebody to have to ring to say, like the 
Samaritans, or Aware or whoever it is, or Childline you that you could just 
have somebody to ring and say look, I really don’t know what’s going on, 
where do I start and maybe that organisation exists and we didn’t just know 
about them so it’s to know how to deal with something quickly and efficiently 




Barry spoke of the powerlessness he felt which is evident from his quote below. Barry 
reflected on how he figured that a stand up comedian show would not have been effective in 
making his sibling laugh.  
“I have thought about that before but I don’t think that there is much that I 
could have done anyway. Like it’s not like I could have sat down beside her 
and do a stand up comedian thing to make her laugh or whatever like.”  
Barry  
This suggests just how serious he perceived the problem to be; it wasn’t just that she wasn’t 
laughing and that doing something that would usually make her laugh would result in the 
same outcome. It’s also interesting how his choice of wording, for example, “sat down” and 
“stand up” at the same time appears equally as impossible to successfully carry out as was 
his musings of a possible effective solution.  
 
4.3.2. Emergent theme 2: Participant’s Coping Strategies  
The majority of participants spoke about the various coping strategies they practiced in 
response to their sibling experiencing FEP. Various strategies were disclosed and observed, 
for example, acceptance, normalising their sibling’s experience, using laughter as a defence, 
staying positive, being grateful, blocking it out, boxing it away and learning from their 
experience.  
Barry spoke of how he accepted the situation when he observed his sibling not making an 
effort back with their father. Barry appeared to make this sound easy, as illustrated below. 
“When I saw her, not, not like making an effort at all with my parents, then I 
kind of just accepted that’s the way it is pretty much.”    
Barry  
The interviewer contemplated whether it was simple for him due to him describing his 
relationship with his sister as not being the closest brother and sister relationship, or whether 
the act of acceptance itself was quite simple for him to practice.  
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Barry also reflected on the coping strategies he used when his sister was unwell and 
wondered if he had intentionally distanced himself from his sister so as to convince himself 
that she wasn’t ill. He came to the conclusion that irrespective of his intention, his sister’s 
experience did not affect him as much as he feels it should have. It is hypothesised that he is 
judging his reactions in accordance to an unspoken rule of how a brother should react when a 
sibling experiences a difficult time.  
“I was just working for the whole time so I could, I don’t know if I did it 
intentionally, but I  did, I dunno if it seemed like there was nothing going on 
because I wasn’t in the house as much, I don’t think I did it intentionally just to 
convince myself that there wasn’t anything going on but I dunno what I am 
trying to say here em... it probably didn’t affect me as much as I feel it should 
have.”  
Barry  
In the quote below, Jane speaks of the number of people she knows in her life that have 
experienced something similar to her brother. It is hypothesised that this may be her way of 
normalising her brother’s experience. Some participants, including Jane, were observed to 
laugh at times throughout the interview when they weren’t speaking about something 
particularly light-hearted in fact quite the contrary on occasion, which is also illustrated 
below.  It may have been that their laughter served as a form of defence against the emotions 
they truly felt in response to what was happening.   
“So I was like how many people do I know? [laughs] like I’ve known five that 
have gone through, I  don’t know if it’s psychosis but it’s depression in general 
in like a very few years...and it’s obviously so common.”  
         Jane 
Some participants spoke of how they talked to those closest to them, such as, family and 
friends they trusted. It appears that this was a way of sharing and processing what was going 
on for them.  
“I didn’t know what to do so I went upstairs and I rang one of my friends and I 




Maria spoke of how she thought it was important to stay positive and encouraging and to not 
focus on the negatives. She used opposing proverbs to describe the options she felt she had. It 
seemed that the more upbeat and positive she acted the more chance she had of staying afloat.  
“...it’s do or die [laughs]like it’s you know sink or swim, so I think, the more 
upbeat and you know the more encouraging you are the better cause going the 
other direction doesn’t bare thinking about.”  
Maria  
She also described how being grateful for what she had, reminding herself that other people 
were in the same ‘boat’ and that she wasn’t alone in the experience was a useful way of 
coping.  
“But I’m so grateful for everything in my life, and you just have to think you 
know about what great things you do have in your life and everyone has stuff 
to deal with you know it’s not just us.”  
          Maria  
Jane described blocking the experience out as a way of coping. Jane spoke of how this 
strategy resulted in her not being able to remember what happened. The interviewer 
contemplated whether this would be a helpful strategy for her well-being in the long run, 
however.   
“When really bad things happen I always kind of block it out and like try and 
forget it especially my brother’s phase I’ve always tried to forget  that and now 
I don’t remember much as well.”   
Jane 
Stephanie spoke of how putting her emotions away into a box was her of dealing with it, 
however it appeared that this box overflowed throughout the interview at times as she 
became, to her own surprise, upset talking about it.  




“I boxed it away really, in a little compartment, which is why I got the tears this 
morning.”  
Stephanie  
Jane also described learning from her experiences as a way of coping. Jane learnt to respond 
in the opposite way to how she felt in order to prevent her brother from annoying her. This 
seemed like a helpful strategy and appeared to result in her feeling less annoyed.  
“He likes messing with your head cause like he finds it like when he annoys me 
that can be funny and if he keeps annoying me that’s why I’ve learnt like if I 
see that he’s trying to be annoying with me like I’ll just relax and I’ll reply in a 
calm manner like cause you know I don’t want to, if I get angry then he’ll just 
keep doing it and I’m like I’ll just reply, it’s very hard, but just reply calmly.” 
Jane  
 
4.3.3. Emergent theme 3: Contemplating the Future for the Sibling Relationship   
The majority of participants reflected on how they would like their relationship with their 
sibling to progress in the future. Some participants hoped for their sibling and the sibling 
relationship to return to normal. Some participants hoped for their siblings to reengage in 
activities they had prior to FEP and several hoped for them to meet a romantic partner.  Other 
participant’s hopes for their sibling relationship included, for example, them to remain in 
contact and in communication with each other. All participants hoped for positive 
developments for their sibling.  
Some participants expressed their longing for their sibling to return to the way they were 
prior to FEP. This is evident in Jane’s quote which portrays an emerging sense of loss.  
Despite her wishes for her sibling relationship to return the way it was prior to her brother’s 
FEP, she indicates her uncertainty and doubts that this will happen.  
“I want to say get back to normal but I don’t think it will [laughs] I’d say 
relationship in the sense that like we could have a day where it’s just nice 
having a conversation not have to get frustrated or whatever like or do 
something with him or I dunno like just I don’t know how it will, I don’t know 
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how it will progress, I don’t know if it will, I don’t know if it’s been negative 
but it’s just, you can’t tell like.”  
Jane  
Paul expressed his hopes for his sibling to return to engaging in previous hobbies he had prior 
to FEP, to come off his medication and to return to work, the latter in which he expressed 
little confidence in happening. It appears that Paul would like his sibling to be as he knew 
him, to return to his original identity.  
“Just like to see the old [his brother] back you know, I’d like to see him back 
at work but I don’t think, can’t see that happening, you know.”   
Paul 
Some participants hoped for their sibling to develop a romantic relationship and/or start a 
family. Jane also considered that a romantic relationship may have acted as a protective 
factor for her brother’s development of psychosis.  
“Maybe a girlfriend [laughs] that’s what I think actually if he had a girlfriend 
during that phase it probably would have helped him a lot more.”  
Jane  
John was hopeful for his relationship with his brother to be more sincere than it was even 
prior to him developing psychosis. John’s hope was evident through him uttering the word 
‘hopefully’ twice within one sentence.  
“Hopefully though all this stuff that our relationship hopefully will be more 
sincere than it’s been for a long time.”    
John  
It appears that John is hopeful for a positive outcome following his brother’s episode. Despite 
it being a difficult experience, it seems he is hoping for it to have resolved some issues that 
were in existence prior to his sibling’s FEP.  
Some participants expressed their hope for their relationship to become closer and for them to 
spend more time together. For example, below Stephanie expresses her hope for continued 
communication and to see more of her sibling. Stephanie also described wanting her brother 
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to know that she would always be there for him. This was a particularly emotive sentence 
which illustrates the close bond between these siblings.   
“I’d like to have a strong line of communication, I’d like that to continue and 
I’d like to know that, I’d like him to know that I’m always there for him...and 
possibly get to see more of him.”  
Stephanie 
 
Figure 2. Super-ordinate theme 2 and its emergent themes.  
 
4.4. Super-ordinate Theme 3: The Existence of the Sibling Relationship within 
the Family System.  
This super-ordinate theme ‘The Existence of the Sibling Relationship within the Family 
System’ represents the findings that the sibling relationship was portrayed as a relationship 
that was anchored within the nuclear family unit. There was a protective layer to this theme 
with participants describing roles and dynamics which served to protect their affected sibling. 
Participants also reflected on the impact that family circumstances and dynamics had on the 
sibling relationship.  
This theme encapsulated three emergent themes: ‘I’ became ‘We’, ‘The Protective Role of the 
Participant’ and ‘Impact of Family on the Sibling Relationship’ 
 




Future for the Sibling 
Relationship 
Participant's Coping Strategies  Supporting their Sibling  
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4.4.1. Emergent theme 1: ‘I’ became ‘We’ 
At times throughout the interview, some siblings spoke on behalf of their family as opposed 
to themselves despite being asked of their own individual experience of the sibling 
relationship. This is illustrated by John for example, when he speaks in the first person plural 
in response to a question directed at his personal experience.  
“We all just want [him] to get back to how he was before.”   
John  
Also, some participants directly commented on how their sibling relationship existed within 
the family unit of relationships, prior to and/or following their sibling’s experience of FEP. 
For example, when speaking of his relationship with his sister prior to her experiencing FEP, 
Barry stated that his parents would mostly have been present in their company. This suggests 
that the sibling relationship was continually being influenced and shaped by other family 
members even prior to FEP. 
“We wouldn’t have had much time just the two of us so the, our parents would 
have been there mostly.”    
Barry  
Stephanie illustrates how she tends to only see her brother when she sees her family or her 
father. It is uncertain why this is the case, however this was consistent for participants in both 
early and later adulthood.  
“...we don’t really see, we more see him when I’m seeing all the family, rather 
than just him on his own, unless of course if I’m visiting Dad then I’ll see him 
so”   
Stephanie 
Although participants were asked to reflect on their own personal experience of their sibling 
relationship, this initiated almost all participants talking about their involvement in aiding 
their sibling’s recovery. Almost all participants involved their family in their reflections of 
their involvement. Family involvement is evident in Jane’s quote when she spoke of how her 
and her family were easy on her brother initially though have now have realised that the 
method that is most effective for his progress is them pushing him.  
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“...even Mum and Dad are kind of lost that and are kind of now at this point 
just trying to push him more cause before that they were trying to like be easy 
on him but now they are just like the only way he’s going to do anything is if 
we keep pushing him.”  
Jane 
Some participants spoke of the varying roles they played, but also the roles their other 
siblings played, following their affected sibling’s experience of FEP. Stephanie spoke of how 
all siblings came together and contributed towards their brother’s recovery through serving 
different functions.  
“...my sister...would be very close to him, so she would have done a lot of 
talking to him, and he would kind of talk to people for different things, different 
siblings for different things.”  
Stephanie  
 
4.4.2. Emergent theme 2: The Protective Role of the Participant  
Some participants described how they minimised their problems as they recognised the toll 
their sibling’s FEP was having on their parents. It is hypothesised that the participants 
recognised the limited resources parents had for caring for their children thus some 
participants engaged in protective strategies so as to conserve the resources their parents had 
for themselves and for their affected child, the participant’s sibling. Perhaps this was a 
conscious or unconscious attempt by participants to protect their sibling and aiding in their 
sibling’s recovery by ensuring their parents’ resource levels did not deplete. This is nicely 
illustrated by Barry below.  
“It had huge eh [pause] huge toll on my parents, em so I tended to try not to 
like nothing’s going on just because it was having such a huge toll on them 
that didn’t want them to be worrying about me.” 
Barry  
Some participants spoke of the change of sibling roles within the family unit which transpired 
following their sibling’s FEP. Maria spoke of how she kept a watchful eye on her brother. As 
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Maria’s mother had passed away prior to her sibling developing FEP, it is thought that she 
fulfilled the absent motherly/caring role for her affected sibling.  
“I call down occasionally during the week with dinners for Dad and him, and 
if he’s there I see him kind of thing, just to keep an eye on him.”  
Maria  
Stephanie also expressed fulfilling a similar role. Stephanie reflected on this in the interview. 
The following quote from her interview reads very much like a mother and son dynamic. For 
example, Stephanie attempted not to worry about her brother to his face though continued to 
do so in the background without his knowledge.  
“...you kind of feel like you just don’t want him to be taken advantage of you 
know that kind of a way so, there’s a bit of that going on and he thinks that I 
mother him too much? So I try really hard not to obviously do it but em I 
would secretly be worrying about him you know but I wouldn’t say to him do 
you know he wouldn’t really appreciate that.”  
Stephanie 
Some participants spoke of how they contributed alternative view points within the family, 
particularly in relation to their parents’ views. For example, Ursula spoke of the decisions 
that were being made when her brother first started to exhibit symptoms of psychosis. She 
spoke of how she questioned whether they should bring him to the hospital, however her 
parents were reluctant as it would be more upsetting for him.  It could be interpreted that as a 
sibling, she may have been more willing to follow through on solutions, despite the emotional 
upset her brother would experience, however her parents may have been more concerned 
with reducing the amount of emotional upset he would experience initially which may have 
acted as a barrier towards his recovery.  
“Should we not bring him to the hospital and my Mum and Dad were really 
reluctant to do that because it’s just going to be more upsetting for him.” 
Ursula  
Jane also considered alternative approaches to her parents in supporting her brother’s 
recovery. Jane proposed that her parents threaten to kick him out and she could not 
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understand why they couldn’t. Jane stated that her parents couldn’t due to him being their son 
as he could end up on the streets. Jane, again, similarly to Ursula, figured this could be a way 
forward and was willing for him to go through a difficult period if it resulted in a positive 
outcome. It appears that siblings may have a similar drive for their sibling to recover 
however, appear more willing for their sibling to experience emotional or practical hardship 
if it was a step towards recovery.  
“...see mum and dad were like, I was like, why don’t you like just threaten like, 
why don’t you just threaten him like, and be like, I’m going to kick you out or 
whatever and they’re like, I can’t do that and I’m like, what you mean you 
can’t do that and they’re like, that’s my son and I was like, just pretend then 
[laugh] just pretend!...just give him a false threat and that like, just kick him 
out like, and let him be on his own and they’re like, you don’t know, he’ll end 
up being on the streets or whatever and I’m like, probably would be but he 
might learn from that [laughs]”  
Jane  
 
4.4.3. Emergent theme 3: Impact of Family on the Sibling Relationship 
Some participants reflected on how other family circumstances and dynamics within the 
family impacted on the sibling relationship. For example, Maria described her brother’s 
behaviour and lack of communication to their mother when he first showed signs of being 
unwell and how this had particularly caused her a lot of anger towards him. It appears that a 
family dynamic pattern where open communication was valued was subsequently violated by 
her brother thus resulting in anger on Maria’s part.    
“I was really angry with him for doing that...without telling Mum, cause it 
really hurt her.”     
Maria  
Maria reflected on how the family were grieving for their mother but that her brother’s FEP 
meant this was sabotaged. Maria’s quote below emphasises the almost double loss she 
experienced when her brother ‘went off radar’. It appears that Maria held resentment for her 
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brother as he prevented her from grieving for her mother and caused her to grieve for him 
instead.  
“We were all trying to cope with the loss of our mother which is devastating 
beyond belief and then he went off the radar and we all had to try and cope 
with him doing all of this.”    
Maria  
Stephanie’s quote indicates that she felt that she was not given the opportunity to grieve for 
her mother as she had to protect her brother. This could be interpreted as she had to prevent 
him from doing anything that would result in her having to grieve for him too. Both quotes 
indicate that negative family circumstances, for example, death of a family member, 
negatively influenced the sibling relationship following their sibling experiencing FEP.  
“We were all grieving for Mum and we weren’t really given that opportunity to 
do that because we spent all of our energy trying to protect [him].”   
Stephanie  
 





The Existance of the 
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the Family System   
'I' became 'We' The Protective Role of 
the Participant  
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the Sibling Relationship  
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Chapter 5: Discussion  
5.1. Chapter Introduction  
The aims and objectives of this present study will be reviewed and the overall findings will 
be discussed with reference to the existing literature on siblings and FEP. Results will also be 
discussed in relation to long term psychosis and with brief reference to other family member 
experiences. Implications for the present study’s findings will be discussed in relation to 
clinical practice, research, service development, policy and education. Methodological issues 
of the study as well as the researcher’s reflections on the study will also be highlighted.  
 
5.2. Aims of the Present Study  
The aim of this study was to qualitatively explore how adult siblings make sense of their 
sibling relationship following FEP.   
Specifically, this research study aimed to explore the following:  
 How do siblings experience or make sense of their relationship with their brother or 
sister who has a diagnosis of FEP?  
 Has their relationship been impacted by FEP? If so, how has their relationship been 
impacted? How would they describe this impact? 
 How have siblings coped with this impact to their sibling relationship?  
IPA on interview data from seven participants yielded three super-ordinate themes: 
‘Reflecting on the Change in the Sibling Relationship following FEP’, ‘Struggling to 
Reconnect the Sibling Relationship’, and ‘The Existence of the Sibling Relationship within the 
Family System’.  
 
5.3. Overall findings from the three super-ordinate themes  
Results of this present study found that participants reflected on the change in their siblings 
following their experience of FEP. During the interviews, all participants engaged in attempts 
to make sense of the potential internal and external causes and triggers of their sibling’s FEP, 
as well as considering potential maintaining factors. Participants identified cannabis, family 
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circumstances, for example, family deaths and car accidents, and stress as potential triggers. 
This is line with previous research studies which have identified some of the above as 
potential triggers for psychosis, for example, stress and traumatic life events (Varease et al 
2012) and drug-induced psychosis, specifically cannabis (Radhakrishnan et al 2014).   
Those of the limited studies which have explored non affected siblings’ experience of FEP 
show that they make attempts to understand FEP. For example, Newman et al (2011) found 
one sibling attempted to obtain information about issues related to FEP and share it with his 
family, while Sin et al (2008; 2012) found that older participating siblings reported seeking 
out information on FEP and its treatment. This highlights the desire and need siblings have to 
understand why their sibling developed psychosis and, as a result, the importance of 
providing siblings with accurate information on the potential factors that are believed to lead 
to the development of psychosis. 
Research involving siblings of individuals with long-term psychosis found that siblings made 
similar efforts to make sense of their sibling’s symptoms. For example, Barnable (2006) 
found participants struggled to understand their sibling’s symptoms and behaviour, what 
schizophrenia meant and what caused it. As individuals of siblings in this study had been 
diagnosed for a number of years, and due to the study being almost a decade old, it is possible 
that limited specialist services were available for FEP and their families at the time thus 
psycho-education on schizophrenia may not have been accessible. Fredrich et al (2008) also 
found that siblings of those with schizophrenia reported that educating themselves about 
schizophrenia was their top ranked coping strategy reported. Although the participants in this 
present study did not directly acknowledge their attempts to make sense of triggers and 
maintaining factors as a method of coping, it may have served a similar function. 
Participants in this study did not describe having any fear about themselves or their children 
developing psychosis. This is in contrast to Sin et al (2008; 2012) who found that some 
siblings reported that their perspectives on having a child were challenged as a result of 
concerns about psychosis being hereditary; while similar findings have been reported in 
previous studies involving siblings of those with long-term psychosis (Ewertzon et al 2012; 
Schmid et al 2009).  These findings highlight that the participants in this present study may 




Some participants in this current study expressed their difficulty believing their sibling had 
experienced a FEP. Results indicated that some participants felt that their siblings possessed 
psychological factors which would have protected them from FEP, for example, an outgoing 
personality which is in line with preliminary findings from Gleeson et al (2005) and high IQ 
which has mixed evidence within the research literature (Woodberry et al 2008; Bora and 
Murray 2013).  
The findings from this study indicate that all participants reflected on the change in their 
sibling’s identity following FEP. All participants either noticed physical changes and/or 
personality changes and all participants attempted to make sense of their sibling’s new 
identity. Several participants attributed the physical changes to medication rather than to FEP 
symptoms and some spoke of feeling frightened with the change in their sibling as a result. 
This is line with research by Friedrich et al (1999) who found participants of those with long 
term psychosis rated side effects of medication as disturbing, and also findings from other 
family members of those with FEP who reported concerns over medication (Srividya et al 
2011). 
Some participants in this current study directly commented on the impact of FEP on their 
relationship with their sibling. Participants described different implications for their 
relationships which were hypothesised as occurring as a consequence of their sibling’s 
change in personality. These included: their relationship no longer existing, their relationship 
changing completely whereby even more negative aspects of their relationship were no 
longer apparent and also conflicting opinions as to whether their relationship was the same or 
different during the time their sibling was actively psychotic. This is consistent with findings 
from Sin et al (2008; 2012) who found that many participants had felt that they lost their 
sibling, that their identify had completely changed and their relationship had changed for the 
worse since the onset of FEP. Srividya et al (2011) similarly found that family members were 
concerned about their sibling’s identity. Long-term psychosis appears to have comparable 
negative impacts on the sibling relationship as seen by Lively et al (2004) who found that 
behaviours exhibited by those with schizophrenia impacted negatively on the sibling 
relationship and explained 25% of the variance in the sibling relationship.  
The results of the current study are consistent with, and build upon findings from Sin et al 
(2008; 2012) who found that some participants described FEP having distanced them from 
their affected sibling and that there was less family contact as a result. However, Sin et al 
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(2008; 2012) also found that some siblings reported that a closer sibling bond had resulted 
from the experiences. One participant of the seven in this study reported that she felt that she 
loved her sibling more following FEP and described positive differences in him which 
indicated that their siblings bond was closer. Similar findings of a closer relationship are 
reported in studies exploring parental experiences of FEP (McCann et al 2011).   
Schmid et al (2009) also found that siblings of those with long-term psychosis reported 
having a deeper bond with their sibling, developing particular competencies as a result of 
caring for the ill sibling, and feeling important to the sibling. Although there was some 
evidence for participants describing positive experiences following FEP in this study, these 
positive findings from Schmid et al (2009) may reflect how siblings of those with long term 
psychosis probably had adjusted to the fact their sibling had schizophrenia and may have 
become closer to them over time. The limited positive impacts on both the participant and in 
their relationship with their sibling in the present study may indicate that the sibling 
relationship is more vulnerable at the earlier stages of psychosis and that siblings have not 
adjusted to the change in their sibling and the change in their relationship.  
One participant put forward the idea that there may be positives for his sibling not returning 
to the way he was prior to developing FEP. This was a view which he felt his brother may 
share. This idea may be understood within the concept of post-traumatic growth which refers 
to positive changes in self-perception, development of new goals, greater appreciation of life 
and improved personal relationships (Tedeschi and Calhoun 1996).  
The present study found that some participants expressed amazement and disbelief when their 
sibling’s showed improvement. This finding shows some similarities to findings from 
previous research employing siblings of those with long term psychosis which highlighted 
positive impacts and positive emotional responses with siblings experiencing admiration, 
respect, compassion and more positive emotions such as hope, joy and love when their 
sibling got better (Barnable 2006; Kristoffersen 2000; Stalberg 2004).  
There was a sense of loss when participants in this study described their relationship 
changing and when siblings described their sibling’s loss of interest in previously held 
hobbies. This loss is also evidenced by some participant’s use of language in the past tense 
when talking about their sibling. This is consistent with findings from Sin et al (2008; 2012) 
and Fisher et al (2004a) who found participants experienced loss following their sibling 
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experiencing FEP. Findings are also consistent with those of siblings of long-term psychosis 
(Ewertzon et al 2012; Lukens et al 2004; Kristofferson 2000).  
Results found that participants in this study reflected on the emotions they experienced 
following their sibling experiencing FEP. These emotional responses included: fear, worry, 
neglect, sadness/grief, guilt, shock, frustration/anger, and love as well as feelings of burden, 
and laughter. These findings are similar to those found by Sin et al (2008; 2012), Fisher et al 
(2004a; 2004b) and Newman et al (2011) whereby siblings of those with FEP experienced a 
broad range of diverse emotional responses such as feelings of burden and stress, denial, 
despair, detachment, embarrassment, fear, guilt, helplessness, trauma, loss and grief, 
resentment, shock and sorrow. In contrast to the Sin et al (2008; 2012) studies some positive 
emotional responses were expressed in this study, for example, one participant in this study 
could see the light hearted side to her sibling experiencing psychosis.  
Participants in this study worried about risk and the potential for their sibling with FEP to 
engage in suicide attempts, self-injurious behaviour, and/or behaviour which could result in 
harm to others. These findings are consistent with those by Bowman et al (2014b) who found 
that attempted suicides of affected siblings were significant predictors of low satisfaction in 
all domains of Quality of Life (QoL) in participating siblings. The findings from the current 
study also support studies incorporating siblings of those with long-term psychosis, for 
example, Schmid et al (2009) who found participants reported fear of their sibling attempting 
suicide. These findings indicate that suicide is a concern for siblings of those in the early 
phase and later phase of psychosis. Feelings of worry are also expressed in those exploring 
parent experiences with McCann et al (2011) finding that parents of those with first-episode 
psychosis experienced constant worry, though siblings in this present study described their 
worry as not constant.    
Participant’s apparent feelings of neglect from their parents following their sibling’s FEP 
may indicate the existence of power dynamics and sibling rivalry within sibling relationships; 
a hypothesis potentially supported by Bowman et al (2004) when they found sibling rivalry in 
participants following their sibling’s FEP. Indeed, as outlined by Adler (Ansbacher and 
Ansbacker 1956) sibling rivalry for family resources may have been influential to personality 
development so that they could choose and develop different personal qualities and so that 
their parents would treat them relative to their siblings.  
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Siblings of individuals with long-term psychosis have also reported similar emotional 
responses, for example, grief, guilt, hope, anger, frustration, shame, sorrow, envy, mourning, 
loss, fear, anticipated burden, loneliness, pain, shock, shame, despair, isolation, confusion, 
sadness and helpless  (Kristoffersen et al 2000; Stalberg 2000; Lukens et al 2004; Barak and 
Solomon 2005).  
Results indicate that participants reflected on their struggle to reconnect the sibling 
relationship following FEP. The majority of participants spoke of the various ways they 
attempted to support their sibling and the coping strategies they utilised following their 
sibling’s experience of FEP. Many of the participants engaged in reflections on how they 
would like their relationship with their sibling to progress in the future. This study also found 
that participants provided their siblings with practical and emotional support, similarly to Sin 
et al (2008; 2012) and Fisher et al (2004b) and also consistent with findings by Voorpostel 
and Blieszner (2008) who found that siblings in non-clinical populations act as sources of 
emotional support in adulthood. Other ways that participants supported their sibling included 
staying positive and encouraging towards their sibling, findings which are again consistent 
with Sin et al (2008; 2012).   
Results found that the majority of participants utilised coping strategies which included: 
acceptance, isolation, normalising their sibling’s experience, using laughter as a defence, 
staying positive, being grateful, blocking it out, boxing it away and learning from their 
experience. Sin et al (2008; 2012) found that siblings engaged in proactive coping strategies, 
for example, working as part of a whole family to support their affected sibling or by 
supporting their parents as carers, trying to raise awareness and understanding of FEP, 
withdrawing, turning to friends and sometimes school teachers for support, and religious 
practices. No other known research has been conducted on coping strategies which are 
employed by siblings of those with FEP. Family members of those with FEP have reported 
coping through religion (Gerson et al 2011) whilst others report using emotional and practical 
coping strategies as opposed to spiritual (Tenakoon et al 2000).  
In relation to studies with long term psychosis, Stalberg (2004) found similar results with 
participants reporting coping strategies including avoidance, normalisation, isolation, 
caregiving and grieving. Fredrich et al (2008) found that almost 75% of siblings reported the 
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most helpful coping strategy involved understanding that families were not to blame for 
schizophrenia. 
Similarly to Sin et al (2008; 2012) who found that siblings learnt to communicate better with 
their sibling following FEP, one participant in this study reported learning to speak in more of 
a diplomatic way with their sibling and one participant described allowing the sibling to 
initiate talking about their issues. This latter participant reported engaging in what appeared 
to be a meta-cognitive process whereby he thinks about what his sibling may be thinking and 
chooses to communicate to him based on this process. Jansen et al (2013) found caregivers of 
those with FEP who had greater levels of metacognition reported having more positive 
experiences of caregiving. 
One participant described informing themselves through researching psychosis, researching 
medication, and researching how to talk to individuals with psychosis. This finding is 
consistent with previous research (Sin et al 2008; 2012; Newman et al 2011) and in those 
with long-term psychosis (Friedrich et al 2008).  
Results suggested that some participants felt they did not know how to manage their sibling’s 
symptoms and several participants described feeling helpless and powerless when it came to 
supporting their sibling. One participant in the current study described how she would have 
loved to have an organisation she could have contacted to ask for help so that her sibling 
would be treated quickly and efficiently in order to avoid the least amount of damage. This is 
consistent with Sin et al (2008; 2012) who found that siblings reported that advice about 
ways to respond to symptoms of FEP would have been helpful. Previous research has found 
that siblings of those with FEP have felt excluded from mental health services (Fisher et al 
2004b) and although siblings in this study did not report feeling excluded from mental health 
services, their need for information and support is evident.   
Helplessness has also been highlighted by siblings of those with long-term psychosis. For 
example, Freidrich (2008) found that siblings reported having little contact with providers in 
the past; yet the majority of siblings wanted providers to be available in order for their 
questions to be answered and for their role in future care to be clarified. Barnable (2006) 
reported that siblings struggled with understanding how to access information which resulted 
in feelings of helplessness and frustration.  
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Some participants expressed their hopes for their siblings and for the future of their sibling 
relationship. Hopes included wanting their sibling to come off medication and return to work. 
This was consistent with research with siblings of those with long-term psychosis, for 
example, Kristofferson (2000) found siblings of individuals with long term psychosis 
experienced hope when their sibling got better, however this present study found that hope 
was expressed by some siblings regardless of whether the sibling was showing signs of 
getting better. Siblings hoped for their sibling relationship to become closer which may 
provide support for the earlier theory of some siblings in this study being in the earlier stages 
of recovery following FEP compared to previous studies in FEP.   
Results found that some participants hoped for their sibling to meet someone and develop a 
romantic relationship. Some participants felt this would have served as a protective factor for 
their sibling in developing FEP and in developing future episodes of FEP. This is consistent 
with previous research indicating that social support reduces the risk of relapse in young 
people experiencing psychosis (Norman et al 2005). Although some siblings were hopeful 
that their sibling would return to who they were prior to FEP, some participants exhibited 
cognitive dissonance in their thoughts as some were hopeful yet also uncertain and doubtful 
that their siblings would return. This again may reflect the thoughts of participants whose 
siblings are in the very early stages of recovery.  
Results found that the sibling relationship was portrayed by siblings as a relationship that was 
anchored within the nuclear family unit. There was a protective layer to this theme with 
participants describing roles and dynamics which served to protect their affected sibling. 
Results also indicated that family circumstances and dynamics impacted on the sibling 
relationship.  
Siblings in this study referred to their family’s experience as well as their own when asked of 
their personal experience and that the sibling relationship was continually being influenced 
and shaped by other family members. This finding is supported by Family Systems Theory 
(Bateson 1972, cited in Carr 2006) which posits that an individual cannot be understood in 
isolation, but rather the family system of the individual must be understood.  
Results of this study indicated that some participants mostly saw their sibling when seeing 
other family members. Given how most participants in this study were in early to middle 
adulthood, this finding perhaps lends support to previous research which indicates that 
siblings become more distant during these years (Connidis 1992).  
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Similarly to Sin et al (2008; 2012), two of the youngest siblings in this study spoke of how 
they minimised their own problems as they recognised the toll their affected sibling was 
having on their parents. These findings are consistent with those found by Schmid et al 
(2009) who found that siblings worried about their parents’ well-being due to the burden of 
schizophrenia. The results from this current study may also suggest that these participants 
may have been protecting their sibling, as well as their parents, by minimising their worries 
so that parents could conserve their resources and tend to their affected child. This finding is 
also consistent with Family Systems Theory (Bateson 1972, cited in Carr 2006) which 
suggests that there are processes within families that can prevent or promote change thus 
maintaining some level of stability in order for the survival of a coherent family system.   
Results indicated that siblings served a role within the family which involved them aiding 
their sibling’s recovery from FEP. This is consistent with Newman et al (2011) and findings 
from Sin et al (2008; 2012) who found that siblings worked as part of a whole family to 
support their affected sibling or by supporting their parents as the primary care givers. 
Results also suggested that sibling’s adopted different roles in their sibling’s recovery which 
would lend further support for Family Systems Theory which posits that a change in one 
person’s behaviour results in a change in all family members as each member adapts to the 
change (Bateson 1972, cited in Carr 2006). 
Results also indicated the change of role participants had within the sibling relationship and 
within the family following FEP. This finding is supported by Fisher et al (2004b) who found 
that siblings adopted a more parental role in the sibling relationship and Newman et al (2011) 
who found that male siblings experienced a change in sibling role.  
Although previous research has explored carer experiences of care giving to those with FEP, 
these studies have almost all included parents (McCann et al 2011; Addington et al 2003) 
with very limited studies including the experiences of siblings (Mo et al 2008). Fisher et al 
(2004b) found that siblings of those with FEP were involved in high levels of caring for their 
affected sibling. This current study lends supports for this caring role of siblings and also 
provides evidence of differences in siblings and parents in their care-giving roles, with 
siblings offering alternative viewpoints to their parents in their attempts to help their siblings 
during their sibling’s psychotic episode and following their experience. It appears that 
siblings may have been more willing to follow through on solutions, despite the emotional 
upset their sibling would experience, however parents may have been more concerned with 
83 
 
reducing the amount of emotional upset their affected child would initially experience. It 
appears that siblings may have a similar drive to their parents for their sibling to recover but 
appear more willing for their sibling to experience emotional or practical hardship if it served 
as a step towards recovery. These findings lend support for research which suggests that 
sibling attachment may resemble parent-child attachment and may also compensate for 
parental inadequacies (Teti and Ablard 1989). 
These findings may also lend support for suggestions that attachment is not necessarily 
equivalent to relationship positivity but rather a deeper bond (Whiteman et al 2011). 
Although some participants in this study reported that their relationship no longer existed or 
had changed completely it appeared that an attachment or sibling bond was still apparent.  
Results indicated that from the participant’s perspective, sibling’s behaviour when unwell 
resulted in a change to family dynamics which negatively impacted on the sibling 
relationship. It was also indicated that family circumstances resulted in changes in family 
dynamics. Results suggested that according to some siblings, the death of a family member 
contributed towards the onset of FEP, however it is unknown whether the change in family 
dynamics played any role, be it positive or negative on the onset of FEP. In addition, FEP 
itself also contributed towards a change in family dynamics.  
 
5.3.1 Implications for Clinical Practice 
As recommended by evidence based policy guidelines and national programme plans such as 
those published by the NICE (2009), IEPA (2005) and HSE (2011) in Ireland, family based 
interventions are key in the early intervention of those with FEP. Furthermore there is 
growing evidence for the benefits of a psycho-educational approach to family based 
interventions (Kuipers et al 2002) with psycho-education on mental health presentations 
amongst the most effective of the evidence-based psychological interventions for both the 
patient and their families (Xia 2011). As the results from this current study indicate that 
participants engaged in an information seeking process whereby attempts were made to 
understand why their sibling experienced psychosis, even throughout the interview, it is 
envisaged that all siblings of those with FEP would benefit from attending family based 
psycho-educational groups which would aim to share information on FEP and the known 
predisposing, precipitating, and maintaining factors. Indeed, Sin et al (2007) advocate for 
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information on psychosis and effective treatment to be provided to carers of those with FEP 
and research on siblings has supported this recommendation with Sin et al (2008; 2012) 
reporting that participants described information on FEP, treatment and available services as 
a priority need for them.  
Based on sibling’s attempts to make sense of protective factors, it is recommended that 
information on protective factors for relapse such as social support (Norman et al 2005) could 
be incorporated into family psycho-educational interventions. Due to participant’s expression 
of worrying about triggering their sibling, and apparent frustrations in relation to not being 
able to help solve their sibling’s problem, it is recommended that information about High-EE 
is also provided in family interventions. As well as psycho-education, it might be beneficial 
for family interventions to include communication and problem-solving skills training as both 
have been shown to be protective against relapse (McFarlane et al 2003; Miklowitz 2003). It 
might also be beneficial for family interventions to provide information on the side effects of 
medications so that siblings are informed of the potential causal role they may play in the 
physical changes in their sibling. Various coping strategies which have been found to be 
effective should also be included. This information could be based on feedback from siblings 
attending the same service who have also had a sibling experience psychosis or based on 
existing research from siblings of people with schizophrenia or other more general 
information on coping strategies for mental health difficulties. 
With Gleeson et al (2010) highlighting the benefits of combined individual and family 
Cognitive Behaviour Therapy (CBT) in decreasing relatives’ stress and increasing their 
perceived opportunities to make a positive contribution to the care of their affected relative, it 
is envisaged that certain siblings may benefit from 1:1 CBT sessions.  
Further psychological input aimed at helping them reflect and process their own experiences 
of sudden loss, grief and uncertainty that follow their sibling’s experience of FEP may also be 
beneficial. As siblings are also vulnerable to mental health difficulties given their 
experiences, psychological support could help them process emotional responses such as 
anger, guilt and shock.  
Judging from the evidence of some cognitive dissonance displayed by some participants, peer 
support could help support non affective siblings work through the sense they make of their 
siblings experience. The facilitation of support groups specifically for siblings could also 
serve to validate and provide peer support to each other.  
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Results found that the sibling relationship was continually being influenced and shaped by 
other family members which is supported by Family Systems Theory (Bateson 1972, cited in 
Carr 2006) as it posits that an individual cannot be understood in isolation, but rather the 
family system of the individual must be understood. It is envisaged that incorporating this 
finding into family intervention for FEP may be beneficial. For example, highlighting the 
important role the non-affected sibling plays in contributing towards an understanding of FEP 
may result in valuable information being sought that the service may otherwise miss out on 
when attempting to facilitate the individual with FEP with the necessary and appropriate 
supports.  
 
5.3.2. Implications for Future Research 
Engagement and attendance rates of siblings invited to family based interventions is 
unexplored within the literature, So far, approximately half of the participants in this study 
reported that they attended a family psycho-education group facilitated by Detect, or had 
siblings or other family members who attended. Future research within the service could 
explore the reasons for sibling non-attendance at similar groups or support services which are 
provided. Future research could also explore the possible impact these supports have on 
siblings who have attended or possible benefits gained from receiving such support.  
The majority of participants in this study did not directly report a closer sibling relationship 
or bond following FEP which is in contrast to previous, although limited, research on siblings 
of those with FEP (Sin et al 2008; 2012). This may have been due to siblings in this present 
study being in the earlier stages of recovery following their siblings experiencing FEP 
compared to the study by Sin et al (2008; 2012). Factors which may contribute to this finding 
may be explored in future studies, for example, the role of the quality of the relationship prior 
to FEP, length of time of diagnosis of FEP, age, gender or personality type.  
As social support is in fact a reciprocal process and therefore relates to both receiving and 
giving and can be both positive and negative (Jenkins and Carpenter-Song 2006) future 
research should explore the sibling relationship from the affected sibling’s perspective. This 
information is vital in contributing to our understanding of how services can help promote 
healthy and fulfilling sibling relationships.  
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Raune et al (2004) and Patterson et al (2005) highlight how carer’s psychological appraisal 
and coping style is influential in determining High Expressed Emotion (EE) which refers to 
criticism, hostility and emotional over involvement. Research has shown that high EE is 
associated with risk of relapse and discord in relationships between patients and those in 
caring roles. As no known research has explored siblings’ coping strategies in FEP, this is a 
vital area of further research which is also advocated by Sin et al (2007). It is recommended 
that future research examine the various coping strategies utilised by both adult and younger 
siblings of those with FEP so as to inform family intervention and service development.  
Based on this study’s findings of sibling’s involvement in caring for their sibling following 
FEP, which complements previous research (Sin et al 2012; Fisher et al 2004b), it is 
recommended that future research further explore sibling’s experience of their care giving 
experience. Considering sibling relationships likely outlive any other relationship (Smith et al 
2009b) it is vital that information is gained on the sibling experience so that services can 
tailor their support services so as to accommodate their needs. Future research could also 
focus on the differences in care giving styles in siblings and parents as a result of this study 
indicating that their styles may complement each other’s, which may result in a positive 
outcome for the affected siblings. Future research could explore the role of family dynamics 
prior to and following FEP. Whether and how attachment relationships form and develop 
between siblings is an area which is somewhat lacking in the research literature thus further 
studies exploring sibling attachment and FEP could contribute to our understanding and 
service delivery in this area.  
Sin et al (2008; 2012) found that siblings did not find the psycho-education provided by early 
intervention services as either accessible or user-friendly. It was advised by the authors that it 
is necessary for early intervention services to implement effective systems for routinely 
gathering information on family make-up and making appropriate and necessary attempts to 
engage siblings. It was also advised that accessible psycho-education needs to be tailored to 
meet the needs of siblings. Information yielded from future research exploring the reasons 
why some siblings attend and others do not could then inform services in their development 
of accessible psycho-educational groups for siblings. 
 
5.3.3. Implications for Service Development, Policy and Education   
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The helplessness of participants highlights the need for non-affected siblings to be provided 
with techniques and strategies on how to respond to their sibling when exhibiting symptoms 
of psychosis. Results indicate that non-affected siblings are in need of support when their 
sibling is actively psychotic as well as in the recovery stages. Therefore it is recommended 
that services develop policies to ensure more accessible support is available to non-affected 
siblings so that they do not feel the need to seek potentially inaccurate information from the 
internet. For example, it is recommended that family psycho-education interventions are held 
regularly throughout the year so that siblings can avail of supportive input during critical 
times when siblings may exhibit symptoms of psychosis. With limited resources available to 
early intervention services and where the above is not realistically feasible, it is 
recommended that user-friendly leaflets on psychosis detailing online support services such 
as SHINE etc. are made available to non-affected siblings so that siblings can make an 
informed decision on whether or not to avail of support services.  
Sin et al (2007) identified that only 47% of individuals attending the Early Intervention 
Psychosis Service (EIPS) in Somerset agreed to family intervention. Failure of patients 
consenting to family input, and limited capacity of the patient to consent for family 
involvement when unwell is also observed as an obstacle for family involvement (Berkshire 
Healthcare Trust unpublished clinical audit, 2005, cited in Sin et al 2007). Leavey et al 
(2004) also suggests that where a brief psychotic episode is experienced by an individual, 
family intervention may not be availed of by families as contact with mental health services 
serves to remind them of the trauma. This finding is similar to this present study’s finding 
where one participant chose not to see her sibling in the hospital inpatient unit again due to 
how uncomfortable she was and how much she disliked being around other people who were 
also in distress. 
In order to increase the likelihood of sibling engagement in family services, and to ensure that 
they are not excluded, it is recommended that early intervention services obtain contact 
details and directly invite adult siblings (following the consent of their affected sibling for 
family involvement), independent of invitations given to their parents, to attend any family 
psycho-educational groups that services are facilitating. It is recommended that services 
inform siblings of the benefits of their attendance and that it is also recommended that 
services encourage parents to encourage their children’s attendance at such groups.  
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One participant in this study highlighted how her parents attended the family psycho-
educational group facilitated by Detect but that she did not attend. She did not offer any 
reasons as to why she did not engage, however she expressed interest in attending future 
family psycho-education groups. Sin et al (2008; 2012) found that parents didn’t necessarily 
pass on information to siblings therefore it could be hypothesised that some parents may 
potentially view these groups as parent focused and may therefore not encourage siblings to 
attend. Furthermore findings from this study showing that some parents were reluctant for 
their son with FEP to be brought into hospital, suggests that parents may not want to ‘push’ 
their non-affected siblings into these groups in order to ‘protect’ them from any emotional 
distress that may be brought on from attendance at the groups. Sin et al (2008; 2012) also 
found however, that some siblings reported that they felt it inappropriate for them to talk 
about their own needs in front of their parents who were already stressed about the situation, 
which is consistent with this study’s findings of participants minimising their problems so as 
not worry their parents further. Therefore there may be multiple, complex reasons why 
siblings do not engage in family interventions.  
As FEP services are in the very early stages of being rolled out in Ireland, it is recommended 
that Community Mental Health Services aid in the psycho-education of psychosis through 
devising and issuing information based leaflets or information packs to family members of 
those with FEP in order to support them and aid them during their experience.  
Although one participant in this study spoke of talking about her brother’s FEP with friends 
who could relate to what she was going through results from the current study also found that 
some participants reflected on the negative connotation surrounding psychosis in the media 
which is similar to Sin et al (2008; 2012) who also found that participants did not discuss 
FEP with others for fear of stigma. On a global level, more information sharing is needed 
within the public domain, for example, it is recommended that Psychologists and/or other 
Mental Health Professionals engage in more information sharing activities within the media. 
One participant had mentioned upon completion of the interview that depression is spoken 
about in the media but that psychosis isn’t. Perhaps Psychologists could target younger 
generation groups and engage in more information sharing activities in secondary level 
schools. Government funding for the implementation of routine school educational seminars 




5.4. Methodological Issues  
5.4.1. Strengths of the Study  
There are many strengths of this current study. In relation to the studies aims and objectives, 
and its contribution to the research literature, it is the first study of its kind to explore the 
impact of FEP on the sibling relationship. Specifically, it explored the lived experience of the 
sibling relationship following FEP from the perspective of the non-affected sibling, an area 
which has not been explored prior to this study despite recommendations for family 
inclusiveness in interventions for FEP by the NICE (2009), the IEPA (2005) and the HSE 
(2011) in Ireland.  
This study did not employ siblings as part of a subgroup of relatives; rather it was dedicated 
to recruiting only siblings. In doing so it provided siblings with an opportunity to reflect and 
allow their perspective and needs to be communicated and heard. Findings from this study 
can contribute towards local, national and international early intervention service 
development in their efforts to support both the patient with FEP and their siblings. This 
study has contributed towards the limited research studies on FEP in general and has also 
played a role in contributing towards research on siblings in general.  
The methodological approach matched the research questions and the research employed an 
appropriate sampling method for its research question: purposive sampling, which is 
consistent with IPA’s aims of understanding, in detail, a particular person’s experience in a 
particular context (Smith et al 2009b).  
The sample size of seven was appropriate for the methodology (Smith et al 2009b) given 
IPA’s intention of, and commitment to, understanding in rich detail participant’s perceptions 
and understanding of the phenomenon in question. The study employed a mixed gender 
sample: (three males and four females) thus both gender experiences were almost equally 
represented within the research question. Also, participants were aged between 19-61 years 
old which allowed for the representation of a large age range across adulthood.  
Of particular strength to this study was the achievement of engaging patients and siblings to 
partake in the study within a relatively short period of time. Research has highlighted the 
barriers to engaging patients with FEP (Doyle et al 2012) and siblings are under presented in 
the research (Sin et al 2012; Bowman et al 2014a). Thus this was a particular strength to have 
engaged patients despite many obstacles encountered which included, but were not limited to: 
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patient incapacity to consent, patients opting not to consent due to not wanting their family 
involved, patients opting not to consent based on the nature of their presentation, patients not 
having siblings, siblings being under 18 years of age, siblings living abroad, siblings with 
mental health difficulties, siblings not speaking English, siblings and patients changing their 
mind, and change of family circumstances.  
This study recruited siblings of patients who attended Ireland’s First Early Intervention 
Service for first-episode psychosis: Detect. It offered a unique psychological perspective 
given that previous studies to date involving siblings in FEP present a nursing and social 
work perspective. The present study demonstrated considerable attention to ethical practice 
when designing the study and recruiting participants, for example, ensuring that consent was 
sought from both patients and siblings prior to interviews being conducted.  The study was 
successful in obtaining ethical approval from two rigorous ethics committees: University of 
Limerick Education and Health Sciences (EHS) Research Ethics and St. John of God 
Hospitaller Services Provincial Ethics Committee.  
 
5.4.2. Limitations of the Study  
There are some limitations to consider in relation to this present study. The study aimed to 
explore the experience of adult siblings thus children and adolescents experiences were not 
included and therefore remain underrepresented in the research literature. As this research 
was conducted over a relatively short period of time as part of the Doctorate in Clinical 
Psychology course, it was decided that it would have been too ambitious and time consuming 
to engage in the necessary ethical procedure of obtaining patient, parental and child consent 
in an effort to recruit children.  
It is acknowledged that participating siblings may have felt obligated to take part in this study 
given the nature of their relationship with their sibling. However, steps were taken in an 
attempt to compensate for this by stating on the sibling and patient information letters that the 
patient’s care would not be affected if siblings opted not to take part. 
This study explored participants’ experiences at one point in time which may limit our 
understanding of their experiences throughout the course of their sibling’s FEP. Future 
studies interviewing siblings at several time points, for example, following the onset of 
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psychosis, at the early stages of recovery and at a later follow up may provide a more 
comprehensive account of their experiences.  
Due to this study’s representations of seven siblings, results are exploratory in nature which 
serves to provide the reader with an in-depth understanding of participant’s subjective 
experiences. It is recommended that further studies apply both a qualitative and quantitative 
approach in the areas specified above so as to contribute knowledge which may serve to 
collectively represent siblings of those with FEP.  
 
5.5. Reflections on the Study  
This was my first time completing a qualitative study. In utilising an IPA approach to 
methodology I learnt of both the strengths of this approach, for example, the benefits of 
developing a close relationship with the data which allowed me to reach many levels of 
interpretation, as well as the limitations, for example, the limited ability for findings to be 
generalised. 
Due to some difficulties experienced in participant recruitment during the initial stages, I felt 
quite frustrated and worried that the study was not going to be possible. Engagement in 
supervision with both my academic and field supervisor helped ease my concerns and 
subsequent planned efforts to increase participant engagement proved successful. Following 
recruitment of my initial participants I felt eager to obtain more participants however this 
initial relief followed by the cancellation of further participants resulted in a constant wave of 
apprehension, relief, excitement and stress and subsequently I felt almost protective of my 
participants. This protective feeling may have been as a result of my assumptions as to what 
my participants may have been going through following FEP or it may have been as a result 
of my own need to collect data in order to complete the study.  
Also, due to my concerns over sample size and in my eagerness to recruit, I booked two 
participants one after the other on the same afternoon. Due to my second participant 
presenting earlier than arranged, this distracted me from my initial interview and so I ended 
this interview quicker than I would have liked in order to accommodate him as I was worried 
he would leave. At times throughout the second interview I worried about the potential loss 
of data from the initial interview which may have contributed towards an overly probing 
second interview. Thus due to my eagerness to have a larger sample, data from both 
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interviews may have been compromised. This made me frustrated and initially caused me to 
place assumptions on what information each interview would yield.  These feelings were 
acknowledged and reflected upon throughout the research process. 
In relation to carrying out the interviews and extracting themes, it was difficult to avoid being 
influenced by my already existing preconceptions of what it means to have a sibling and 
furthermore, it was also difficult to engage in the process of ‘bracketing’ information from 
other participants so as not to influence the next participant’s data. This was acknowledged 
throughout the research study.  
If I was to complete a similar study again I would engage in analysis of the data immediately 
following transcription. Although notes were made following each interview, and interviews 
were transcribed immediately, engaging in the coding process immediately following 
transcription may have allowed for a closer relationship to emerge between myself and the 
data and may have allowed me to bracket off information more easily before interviewing the 
next participant.  
Conducting this research has allowed me to reflect on current supports which are in place for 
siblings of those who have experienced FEP. These research findings, together with 
completing my specialist placement in Detect, have placed me in a unique position to aid in 
Detect’s service development through contributing to and modifying the psychological 
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Appendix I. Letter of Information for Patients  
                                                                         
Letter of Information for Patients 
Dear Patient, 
Title of Research Study: “How brothers and sisters get on with each other after one of them has 
experienced psychosis” 
Name and Contact details of Researchers and collaborators 
 Principal Investigator: Lasairíona McGuinness, Psychologist in Clinical Training at the 
University of Limerick. Email 11022345@studentmail.ul.ie 
 Co-Principal Investigator and Academic Supervisor: Dr Patrick Ryan, Head of Psychology 
Department and Director of the Clinical Psychology Programme at the University of Limerick. 
Tel:  061 202539 or email patrick.ryan@ul.ie 
 Research Collaborator and Field Supervisor: Ms Elizabeth Lawlor, Principal Clinical 
Psychologist in DETECT. Tel: 01-279-1700 or email elizabeth.lawlor@sjog. 
 
Introduction 
My name is Lasairíona McGuinness and I am doing this study as the thesis for my Doctorate in 
Clinical Psychology. 
 
Why is this research being done? 
Research has found that brothers and sisters can be a positive help to each other during difficult 
times and it has been suggested that helping brothers and sisters get on better might help in 
managing psychotic symptoms. I am asking for your help in this study so that services like DETECT 
can find out ways of offering support to brothers and/or sisters who have a brother or sister who has 
experienced psychosis.  This support may help brothers and sisters to get on better which may help 
manage symptoms of psychosis.  
 
What is this research about? 
This study is about looking at how brothers and/or sisters who haven’t had psychosis get on with a 
brother and sister who have. It will give brothers and/or sisters a chance to speak about how they 
get on with a brother or sister who has experienced psychosis. It will also tell us whether psychosis 
has had any positive or negative effects on how brothers or sisters get on with each other. 
 
What am I being asked to do? 
I am asking you to consent to your brother(s) and/or sister(s) being invited to take part in the study 
(see Consent form and contract). I am asking you to pass on an information letter about the study to 
your brothers and/or sisters. I am also asking you to consent to a contract whereby should your 
brother(s) and/or sister(s) tell me anything that suggests you are in need of immediate care or at risk 
to yourself or others that I can contact your clinical team. If you wish to consent please see the 
Consent and Contract form attached. If you do not wish to consent, this will not affect your care in 
any way. Please feel free to take some time before you decide to consent or not, or talk to your 
brothers and sisters first if you wish.  
 
Why have my brother(s) and/or sister(s) been asked to take part? 
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Your brother(s) and/or sister(s) are being asked to take part in this study as you are attending 
DETECT and have experienced psychosis and this study aims to look at how brother(s) and/or 
sister(s) get on with a brother or sister who has experienced psychosis.  
 
What would my brother(s) and/or sister(s) have to do? 
If your brother(s) and/or sister(s) agree to take part in the study, they will be asked to take part in an 
interview for about one hour. Examples of interview questions will include “Tell me about how you 
get on with your brother or sister before and after he/she had psychosis?”, “Has how you get on 
with each other changed?”, “How have you coped with this change?”, “What do you enjoy doing 
together?”, “Can you give me examples?” The interview will be held in DETECT and it will be 
recorded using a digital sound recorder.  
 
What are the benefits and risks of taking part?  
This study will give brothers and/or sisters a chance to speak about how they get on with a brother 
or sister who has experienced psychosis. This information will help DETECT find out ways to offer 
support to brothers and/or sisters. This may also help improve how brothers and sisters get on 
which may help in managing symptoms. One risk, in relation to taking part in this study, is that your 
brother or sister might feel unhappy or distressed after talking about how they get on with their 
brother and/or sister who has had psychosis. If they are still feeling this way at the end of the 
interview, I will offer to ring their GP or ask them to tell their GP themselves so that they can get 
support. I will also stay with them until they are feeling calm.  
 
Do they have to participate? 
They do not have to take part in the study. They can decide to opt out of the study at any time for 
their data no to be used in the analysis. They can opt out by letting the Principal Investigator know 
either by telephone or by email (see below). Your brothers and/or sisters decision to take part, or 
not take part, will not affect your care in any way.  
 
What will happen to the information collected? 
Dr Patrick Ryan, Lasairíona McGuinness and Ms Elizabeth Lawlor will have access to the information 
collected from the interview. Information collected, analysed and stored will adhere to the Data 
Protection Acts 2001/2003 and will be in line with Best Practice in Scientific Research Guidelines.  
Sound recordings and transcripts will be stored on encrypted and password protected computers. 
The sound recordings and transcripts will contain a participant identification code number. The 
typed interviews will be anonymous. The anonymous transcripts will be stored in a locked filling 
cabinet in a designated office in the University of Limerick for 8 years.  
A summary of the research will be posted to the participant (your brother or sister) when the study 
is finished. All information shared during interview will be kept confidential however should your 
brother(s) and/or sister(s) mention anything that suggests you are in need of immediate care or at 
risk of harming yourself or others then I will have to pass this information on to your clinical team in 
DETECT. The findings of the research are intended for use for research purposes e.g. publication of 
findings. 
 
Who can I contact if I have any questions or concerns about the study? 
You can contact Dr Patrick Ryan on 061 202539 or email patrick.ryan@ul.ie or contact Ms Elizabeth 
Lawlor on 01-279-1700 or email elizabeth.lawlor@sjog.ie .  
This research study has received ethical approval from the Education and Health Sciences Research 
Ethics Committee.  If you have any concerns about this study and wish to contact someone 
independent you may contact:  
Chairman Education and Health Sciences Research Ethics Committee,  EHS Faculty Office,  
University of Limerick, Tel 061-234-101. 
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Appendix II. Consent Form and Contract for Participation in Research  
                                                                                 
 
  
Consent Form and Contract for Participation in Research 
Title of Research study: “How brothers and sisters get on with each other after one of them has 
experienced psychosis” 
Name and Contact details of Researchers and collaborators 
 Principal Investigator: Lasairíona McGuinness, Psychologist in Clinical Training at the 
University of Limerick. Email 11022345@studentmail.ul.ie 
 Co-Principal Investigator and Academic Supervisor: Dr Patrick Ryan, Head of Psychology 
Department and Director of the Clinical Psychology Programme at the University of Limerick. 
Tel:  061 202539 or email patrick.ryan@ul.ie 
 Research Collaborator and Field Supervisor: Ms Elizabeth Lawlor, Principal Clinical 
Psychologist in DETECT. Tel: 01-279-1700 or email elizabeth.lawlor@sjog. 
 
I confirm that… 
 I have read the information letter  
 I have had the opportunity to ask questions about this study.  
 I am aware that if my brother(s) and/or sister(s) take part in the study they will talk about 
how they get on with me.  
 I am aware of the risks and benefits of my brother(s) and/or sister(s) taking part.  
 I understand that my name or other personal identifiers will not be used in the study.  
 I understand that my sister(s) and/or brother(s) deciding to take part, or not take part, will 
have no effect on the care I get from DETECT.  
 I understand the results of this study may be published in a report, book or article, but that 
any personal information I provide will not be identifiable, and the results will be 
anonymised.  
 I understand that all the data my brother(s) and/or sister(s) provide will be stored in a 
secured place, and destroyed in 8 years, in line with the Data Protection Acts 2001/2003. 
 I give permission for the anonymised data to be stored for possible future research related 
to the current study without further consent being required. 
 I understand that I can withdraw my consent up until my sibling(s) has been contacted and 
this will not have any effect on my care.  
 
I give my consent for my sibling to be invited to take part in this study 
NAME OF PARTICIPANT_______________________________________________ 
SIGNATURE_________________________________DATE___________________ 







I give my consent for the researchers to contact my clinical team should my brother(s) and/or 
sister(s) disclose any information which suggests I am in need of immediate care or at risk to 
myself or others.  
NAME OF PARTICIPANT__________________________________________________ 
SIGNATURE_________________________________DATE_______________________ 




































Appendix III.  Letter of Information for Participants  
 
                                                                          
 
 
Letter of Information for Participants 
 
Dear Sibling,  
Title of Research Study: “Siblings’ experience of their relationship with their brother or sister who 
has experienced psychosis”.  
Name and Contact details of Researchers and collaborators 
 Principal Investigator: Lasairíona McGuinness, Psychologist in Clinical Training at the 
University of Limerick. Email 11022345@studentmail.ul.ie 
 Co-Principal Investigator and Academic Supervisor: Dr Patrick Ryan, Head of Psychology 
Department and Director of the Clinical Psychology Programme at the University of Limerick. 
Tel:  061 202539 or email patrick.ryan@ul.ie 
 Research Collaborator and Field Supervisor: Ms Elizabeth Lawlor, Principal Clinical 
Psychologist in DETECT. Tel: 01-279-1700 or email elizabeth.lawlor@sjog. 
 
Introduction 
My name is Lasairíona McGuinness and I am doing this study as the thesis for my Doctorate in 
Clinical Psychology. 
 
Why is this research being done? 
Research has found that sibling support can be beneficial during difficult times and it has been 
suggested that the sibling relationship might help in the management of psychotic symptoms. I am 
asking for your help in this study so that services like DETECT can find out ways of offering support to 
siblings of individuals who have experienced psychosis.  The study aims to: 
 
a) Provide siblings with an opportunity to speak about their relationship with their brother or 
sister who has experienced psychosis.  
b) Identify any positive or negative impacts psychosis has had on the sibling relationship so as 
to inform mental health services as to how to support siblings’ relationships.  
c) Improve communication between siblings of individuals with psychosis and mental health 
services.  
What am I being asked to do? 
I am asking you to take part in an interview with me which will last about one hour. This interview 
will involve talking about your relationship with your brother or sister who is attending DETECT for 
psychosis. Examples of questions will include “Tell me about your relationship with your 
brother/sister before and after he/she experienced psychosis?”, “How has your relationship with 
your brother or sister changed?”, “What do you enjoy doing together?”, “Can you give me 




If you would like to take part please contact Lasairiona McGuinnes on 086 3997358 or by emailing 
11022345@studentmail.ul.ie 
  
What are the benefits and risks of taking part?  
This study will give you an opportunity to speak about your relationship with your brother or sister 
who has experienced psychosis.  This information will help DETECT find out ways to offer support to 
siblings of individuals who have experienced psychosis. This may also help improve the sibling 
relationship which may help in managing psychotic symptoms. One risk is that you might feel some 
negative feelings after talking about how you get on with your brother or sister who has had 
psychosis. If you still have negative feelings at the end of the interview, I will offer to ring your GP or 
advise you to contact your GP, so that they can get support. 
 
Do I have to participate? 
You do not have to take part in the study. You can decide to opt out of the study at any time for your 
data not to be used in the analysis. You can opt out by letting us know either by telephone or by 
email (see below). Your decision to take part, or not take part, will not affect your siblings care in any 
way.  
 
What will happen to the information collected? 
Dr Patrick Ryan, Lasairíona McGuinness and Ms Elizabeth Lawlor will have access to the information 
collected from the interview. Information collected, analysed and stored will adhere to the Data 
Protection Acts 2001/2003 and will be in line with Best Practice in Scientific Research Guidelines.  
 
Sound recordings and transcripts will be stored on encrypted and password protected computers. 
The sound recordings and transcripts will contain a participant identification code number. The 
typed interviews will be anonymous. The anonymous transcripts will be stored in a locked filling 
cabinet in a designated office in the University of Limerick for 8 years.  
 
A summary of the research will be posted to you when the study is finished. All information shared 
during interview will be kept confidential however should you mention anything that suggests your 
sibling is in need of immediate care or at risk of harming themselves or others then I will have to 
pass this on to their clinical team in DETECT. Similarly if you disclose anything pertaining to your own  
safety or that of another, then I will need to inform your GP or the appropriate authority. The 
findings of the research are intended for use for research purposes e.g. publication of findings. 
 
Who can I contact if I have any questions or concerns about the study? 
You can contact Dr Patrick Ryan on 061 202539 or email patrick.ryan@ul.ie, Lasairiona McGuinness 
on 0863997358 or email 11022345@studentmail.ul.ie or Ms Elizabeth Lawlor on 01-279-1700 or 
email elizabeth.lawlor@sjog.ie . 
 
This research study has received ethics approval from the Education and Health Sciences Research 
Ethics Committee (number). If you have any concerns about this study and wish to contact someone 
independent you may contact:  
Chairman Education and Health Sciences Research Ethics Committee,  
EHS Faculty Office,  







Appendix IV.  Consent Form for Sibling Participation in Research 
                                                                                  
Consent Form for Sibling Participation in Research 
“Siblings’ experience of their relationship with their brother or sister who has experienced 
psychosis”. 
Name and Contact details of Researchers and collaborators 
 Principal Investigator: Lasairíona McGuinness, Psychologist in Clinical Training at the 
University of Limerick. Email 11022345@studentmail.ul.ie 
 Co-Principal Investigator and Academic Supervisor: Dr Patrick Ryan, Head of Psychology 
Department and Director of the Clinical Psychology Programme at the University of Limerick. 
Tel:  061 202539 or email patrick.ryan@ul.ie 
 Research Collaborator and Field Supervisor: Ms Elizabeth Lawlor, Principal Clinical 
Psychologist in DETECT. Tel: 01-279-1700 or email elizabeth.lawlor@sjog. 
 
I confirm that… 
 I have read the information letter  
  I have had the opportunity to ask questions about this study.  
 I am aware of the risks and benefits of taking part.  
 I understand that my name or other personal identifiers will not be used.  
 I understand that deciding to take part, or not take part, will have no effect on the care my 
brother or sister gets.  
 I understand the results of this study may be published in a report, book or article, but that 
any personal information I provide will not be identifiable, and the results will be 
anonymised.  
 I know that what I say will remain confidential  
 I know what will happen to the information that is collected.  
 I am aware that if I disclose anything that suggests that my brother or sister is in need of 
immediate care or is at risk to themselves or others that this information will be passed on 
to my brother or sister’s clinical team.   
 Similarly if I disclose anything that suggest that I am in need of immediate care or am at risk 
to myself or others, this information will be passed on to either my GP or the appropriate 
authority. I understand that should I become distressed the researcher will advise me to 
contact my GP and will offer to contact my GP on my behalf.   
 I understand that data will be stored in a secured place, and destroyed in 8 years, in line with 
the Data Protection Acts 2001/2003. 
 I give permission for the anonymised data to be stored for possible future research related 
to the current study without further consent being required. 
 I fully understand the procedures involved in the process of audio recording and I give 
consent to the sound recording for the purpose of this research only. 







I agree to participate in this study  
NAME OF PARTICIPANT__________________________________________________ 
SIGNATURE_________________________________DATE______________________ 
NAME OF RESEARCHER__________________________________________________ 
SIGNATURE_________________________________ DATE______________________ 
 
I agree to be audiorecorded for the purpose of this study only 
NAME OF PARTICIPANT__________________________________________________ 
SIGNATURE_________________________________DATE______________________ 










































Appendix V.  Interview Schedule  
 
1. What place has your brother/sister in your life right now? How would you describe your 
relationship with your brother? (Prompts: What do you do together? How do you feel? How 
do you cope?) 
 
2. Tell me about a recent time you spent with your brother/sister? (Prompts: What 
happened? What was that like? How did you feel? How did you cope?)  
 
3. What place had your brother/sister in your life before he/she developed 
psychosis/attended DETECT? Describe your relationship before psychosis? (Prompts: Was it 
different? How was it different? What did you do together? How did you feel? How did you 
cope?) 
 
4. Tell me about the last time you spent time with him/her before you noticed things 
changed? 
 
5. Tell me about when you felt the relationship was starting to change? (Prompts: How did it 
start to change? How did you feel at that time? What were your thoughts? What do you feel 
brought this change about?)  
 
6. Have you changed how you view your relationship over time?  (Prompts: Does anything 
make it better? Make it worse? In what ways? How do you feel about the change?  
 
7. What would be a positive development for the relationship? (Prompts: How can the 
relationship improve? Can you imagine what it would feel like?) 
 
8. Has the change in the relationship changed how you feel or think about yourself? 
(Prompts: Do you see yourself differently now than before your sibling had psychosis?) 
 
9. How do you think others see the relationship now? 
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Appendix VIII. Debriefing Sheet  
 
 
                                                               
 
Debriefing Sheet  
Research title: “Siblings’ experience of their relationship with their brother or sister with psychosis”. 
 
Name and Contact details of Researchers and collaborators 
 Principal Investigator: Lasairíona McGuinness, Psychologist in Clinical Training at the 
University of Limerick. Email 11022345@studentmail.ul.ie 
 Co-Principal Investigator and Academic Supervisor: Dr Patrick Ryan, Head of Psychology 
Department and Director of the Clinical Psychology Programme at the University of Limerick. 
Tel:  061 202539 or email patrick.ryan@ul.ie 
 Research Collaborator and Field Supervisor: Ms Elizabeth Lawlor, Principal Clinical 
Psychologist in DETECT. Tel: 01-279-1700 or email elizabeth.lawlor@sjog. 
 
Why is this research being done? 
Research has found that siblings support can be beneficial during difficult times and it has been 
suggested that the sibling relationship might help in the management of psychotic symptoms. I am 
also asking for your help in this study so that services like DETECT can find out ways of offering 
support to siblings of individuals who have experienced psychosis.  The study aims to: 
 
a) Provide siblings with an opportunity to speak about their relationship with their brother or 
sister who has experienced psychosis.  
b) Identify any positive or negative impacts psychosis has had on the sibling relationship so as 
to inform mental health services as to how to support siblings’ relationships.  




The study you took part in aimed to explore siblings’ experience of their relationship with their 
brother or sister who has experienced psychosis. This type of discussion can sometimes bring up 
difficult feelings. If I note or you express distress during the course of the research, I will discuss 
these feelings with you and support you in accessing support for yourself through your GP.  
 
For additional support, please contact information helplines such as SHINE on 1890621631 
(www.shineonline.ie) and Samaritans on 1850609090 (www.samaritans.org) 
 


































Appendix XI. Literature Search 
A comprehensive literature search was conducted using a number of relevant search 
databases: PsychArticles, PsychInfo, ScienceDirect, Springer, Web of Science, Blackwell 
Reference Online, Elsevier, Google Scholar, PsycArticles, PsycINFO, Sage, Taylor and 
Francis, Wiley Online Library. Key search terms included ‘first-episode psychosis’, ‘early 
psychosis’, ‘FEP and siblings’, ‘FEP and relationship’, ‘FEP and family’, ‘FEP and 
experience’ and ‘Schizophrenia’, ‘Schizophrenia and siblings’, ‘Schizophrenia and 
relationship’, ‘Schizophrenia and family’, and ‘Schizophrenia and experience’. Abstracts of 
relevant titles were read and relevant papers were thoroughly reviewed by the author. The 
reference lists of all relevant studies were examined for additional potentially relevant studies 
which were then searched for and reviewed. Studies excluded from the literature review 
included studies not relevant to the research question, studies not in English, and studies 
twenty years old or more. All other studies were included in the literature review 
 
